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APPLICATION FORM FOR ASSISTANCE (Healthcare)
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DECLARATION by APPLICANT: sT=T= & Sioen 7a:

1) | hereby cenfiem that all detalls In thls Fotm are True (o ths best of my knowledgs. Any false statement will render my Application & ongoing sssistanca; if any,
liztfe for rejechion/canceliation.

2) | 'spfemmly confirm thal assistance, [ reoeivad from Koshils Foundstion, will be used anly for the "purpase”, ag stated in thiz Famn, fae which such assistance
was requestad by me,

3) | hesreby confirm fat | have not & wili not In future, avall of reimbursament, in part or in full; fram any ather sourcelemployerinsurance camgany, of the smount
far which (i assistanoe is reouestad,
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1) By affcirg my gignature o thumb impression on this Form, | [Applicant) hereby sgree & suthorlss Keshlka Folndation and #'s Trasteas in
use'publi=hiput-upireproduce my name, address, pheto & delsils of ins “purpese”, for which such-assistance is requestedigranted, thraugh any
mgdium, neluding but nol imited to varbal, prinl, eleciranie, for solicliing donathons for Koshika Foundation andlor dissaminating information about it's
activitiesiachiavamenis. Such use of my photo & details can ba made by Koshika Foundation balere of sfter my tresiment ar fulfimant of tha “plirppse”
for which asslstance s being requasted.

2) | {Applicant) further agree that any such use of my name, sddress, pholo & detalis of the “purposa”, for which such assistance is requasied granied,
will not avtomatically enlitle me for raceiving or continuing the said assistanca. The decision for granting andlor conlinuing the assistarice will rest solely
with Ihe Trustees of Koshika Foundation, and (heir decision i this regard will be finat and scceptable to me.
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AGREEMENT by HOSPITAL | wewss B W)
By offixing horeunder. signature of aur Autharised Signatory fur recommeniding this caselpatient for financlal assistance from Koshika Foundation, wa
{Hospital) heraby affim & accept following:
V) that we neither ate presently nor Wil In future avall of firancial assistance from angther NGO or any olher source, for the same patint'caze, as we arg
requegiing lo el from Koshika Foundation, to the oxtont that such assistance is granted by Kashika Foundation, If the requestad assistanca is nel grantad
by Koshia Foundatian, In part orin full, then the Hoepital resarves It's right lo male up the shartis)l from anoiher NGO or any gther source, This
canfirmation essantially stales (hat the Hoapital will not avall any duplicats assistance for the same patienticass fram any other NGO or any other sourca.
2) Tho zssigtance from Koshika Foundatlon |s only financial in nature, The oholce of the teatmentprocedurs advisediconducted by tha Hospital an the
patient, is based on the arsngement betwesn the patlant & the Hospltal, and is in no way influancad by Koshiks Foundation. Hence, he Haospital will

assume solo & compisls responeibility of the reatmant & it's outcome & eafsty of the paliant, and Koshiks Foundation wil have na rola ar rasponsiblity
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