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APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshika
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"PURPOSE" for REQUESTING ASSISTANCE:
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DECLARATION by APPLICANT: =787 5 <19 73:

1) L heraby confirm that all detalls In thls Form ara True to the best of my knowledgs. Any falsa statement will rendar my Application & ongoing assistance, it any,
lizhis for rejectionfcancalfation.

2 | solomnly confirm that assistance, if rocelved from Koshika Foundation, will ba used only for the “pirpase”, as stated In this Form; for which such assistance
was reguectad by ma.

3 | hareby confirm that | have nat & will not in future, avail of reimbursement, in part or in full, from any other scurcelemployeninaurance company, of the amount
for which this-assisionce s requestad.
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1) By affixing my stgralure or thumb imprassion on Ikls Form, | (Applicant) hereby agree & sulhoriss Kostika Foundation and It's Trustees to
use/publish/put-upfreproduca my name, address, photo & detalls of the “purpase”, for which such assisiance (s requested/granted, through-any
medivm, Including bul net imited to verbal, print, electronic, for solicifing donations for Koshika Foundation andfor diszaminating Information about it's
activilesiachiovements, Such use ef my pholo & detalls can be made by Heshika Foundallon before or aflar my treatment or fulfifment of the ‘purposa’
for which assigisnca s baing requesied.

211 {Appllcant) further sgree that eny such use of my name, sddress, photo & detalls of the “purpose”, for which such assistance s mquested/granted,
will nat automalically entitle me far recaiving or continuing the sald assistance. The declsion for granting andior cenlinulng the assistance will mst solsly
with the Trustees of Koshika Foundalion, and (hair declsion s this regard will be Timal and accaptable 1o ma
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AGREEMENT by HOSPITAL {¥wumme 5/ F10)

By affixing hereunder, sipnature of our Authorisad Signatory for recommanding 1his case/patiant for financial assistance from Koshiks Foundation, we
{Hespitai) herehy affifm & accept following; ) _

1) that we neithar are prasenily nor will in future avatl of finendlal gssistance from-anothar NGO or any other source, for the same palienticase, 28 we arm
requesting 1o gal from Koshika Foundation, to the axtent thet such assistanca 8 granted by Keshika Foundation, Il the requesied assistance [s nat grantad
by Koshiks Foundation, In par or in full, then the Hospltsl reserves I's rght Lo make up the shorifsll from angther NGO or any other saurce. This
confirmation agsaniially states that the Hospital will not svéi any duplicate assistance for the same pstkentioase from any other NGO or ony other source,
24 The assisiance from Keshika Foundation is only financial in natura, The choice of the reatmentprocedure advisedicondutind by the Haspital an tha
patient, is based on the arrangemant banwean the patient & the Hoopitel, and is in no way Influsncad by Koshika Foundation: Hence, the Haspital will
aseume sole & complets responsibiity of the trestmaent & it's outcome & safety of the patlent, and Koshike Faundalion will have no role of responsibiiity
i tha matier,
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