VBN -C- 38 ~lo ~ 0a 2]

APPLICATION FORM FOR ASSISTANCE {Healthcare)
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DECLARATION by APPLICANT: dms gy s 93:

1) I'hereby confirm that a detalls in this Form arg True lo the best of my knowledge, Any falze stalement will render my Application & ongoing sssistance, i any,
liabée for rejaction/cancaltation,

2| | solemnly confirm that assistance, if recelved from Koshika Foundatian, will be used enly for the "purpose”, a8 stated in this Form, for which such asslstance

was raquastad by ma.

3) | hareky confirm that | have nat & will nat in future, avall of relmbursemeant, i part or i full, fram any olher souresiemployerfinsurancs company, of the amount

for which this assisiance is requested
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AGREEMENT by APPLICANT (si4=s g %77t}

1] By affixing my signature or thumb impression on this Form, | {Applicant) hereby agree & suthorise Koshiks Foundalion and if's Trustees to
use/publishiput-upirepeoduce my name, address, pholo & detels of the "purpose’, for which such astlstance I8 requested/granted, thiough any
rreedium, inciuding bul not limited lo verdal, print, electronic, for sellciling donations for Kashlka Foundatlon and/e: dissemirating Infarmation aboul U's
actlvities/achievemenis. Such usa of my phola & daisits cen be meds by Keshika Foundatlon befors or sfler- my freatment or fulfilment of the *purposa”
far which assiglance is being requested,

2} | (Applicant) further agres thal any such usa of my name, address, photo & detalls of the *purpose”, for which such-asslstance is raquested/aranted,
will not automatically entitie me for receiving or continuing the sald assisiance. The decision for granting andior continuing the sssistance will rest solely
with the Trustess of Keshika Foundallan, and ihalr decision ls this regard will be final and accaptable 1o me.
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AGREEMENT by HOSPITAL (weymet g #a)

By afiiming hereunder, sigrature of our Authorsed Signetory for recommanding this case/patient for finsncinl assistance from Koshika Foundation, wia
{Hospital) herety offiirm & sooept Tollowing:

1] that we neither are presently nor will In future ovail of financial assistance from encther NGO or any other source, for the sama petientcase, as we are
requasting to gal from Koshika Feundation, 1o fhe extent that such asslstance is granted by Koshiks Foundation. IT the requesiad ascistance |s not granied
by Koshika Foundation, In gart or in full, then the Hespitsl reserves it's right fo make up the shorifsll from another NGO or any other source; This
eanfirmalion essantizlly states that the Hespltal will nat svall any duplicals assfstance for the sama patisnt/csss from any other NGO or any othar source;
2] The assislance from Keshika Foundafion is only financial In nature. The cholee of the treatmentiprocedure edvised/canducted by the Hospital an the
patient, is basad on the arrangement betwsen the patient & the Hosgital, and i In no way influsnced by Koshika Foundation, Hence, the Hespital wil
a:;_lmne solf & oomplete responsibiily of the freatment & It's outcoime & safety of the patient, and Koshike Foundatian will have ne role or rasponsibllity
in the matier,
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