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APPLICATION FORM FOR ASSISTANCE (Healthcare)
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DECLARATION by APPLICANT: S Zm Wi
1} | hergby confirm that alf details in this Form are Trus 1o the best of my knowledge. Any falsa statemanl will rander my Application & anpoing
kiatie for refectionicanceliation.
2} | solemrly confirm thal assistance, if recelved from Koshika Foundation, will b used only for the “purpose”; as stated m this Form, for which s
wan requestad by me,
3} | hereby confirm that | have not & will not in future, avall of resmbursement, In part or in full, from any olher source/employerinsurance company, of
far which this pesistance is requested
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AGREEMENT by APPLICANT (mies B %17)

1} By alfixing my signature or thumb impression on this Form, | (Applicant) hereby agres & authorise Koshika Foundation and It's Trusiees lo
use/publishiput-upireproduce my name, address, photo & details of the *purposa”, for which such assistance s requested/granted. through any
medium, including but not limited 1o vertal, print, electronic; for solicliing donations for Koshika Foundaion and/or disseminating information aboul it's
aciivities/achievements. Such use of my photo & delalls can be made by Koshika Foundation before of after my treatment or fulfilment of the "purpose’
for which assistance s baing requested.

211 {Applicant) further agree that any such use of my name, address, photo & detalls of the “purpose”, for which such assistance is requested/granted,
will not automatically entitle me for reselving or continuing the sald assistance. The declsion for granling and/or continuing Lhe assistance will rest solaly
with thi Truslees of Koshika Foundation, and their decision is this regard will ba final and scceptable lo me.

1) T W A we W sird wh wr e, F (i) arE Wt w1 i s o o Cwime gl o gl R sfien v s o,
m.w\'e‘:'ﬂrr-dhmmmiﬂhﬂtﬂ"nﬁm“mm,m.mwmﬂqﬁmmwﬂmm i e T

# s wrd % g e 1 3 e ferww A g W W AR W N T i s s e
-.r}#tmmmIuﬂm{ﬁ:ﬂum,w,ﬂdﬁhﬁihmﬁaﬁfﬂﬂmiqﬂm:mmmmmimm#

Sty ™ T TR =i Fre sl s e

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :

s % Fenw W FE w fee
9, ST\ 24 Cgo’?ﬂi&

AGREEMENT by HOSPITAL (¥&mE &1 )

By offixing hereunder, signature of our Authorised Signatory for recommending this case/patiant lor financisl assistance from Koshika Foundation, we
{Hespital) heraby afirm & acoapt following:

1 1] that we nelther are presently nor will In future avall of financial assistance from another NGO or any other source, for 1he same palienl/case, 85 we are
reguesting 1o get from Koshika Foundation, to the extent that such assistance is granted by Koshlka Foundation. Il fhe requested assistance |s nol grantod
by Koshika Foundation, In part o in full, then the Hospital reserves It's right 1o make up the shortfall from another NGO or any other source. Thia
confirmation assentislly states that the Hospital will not avail any duplicate asalstance for the same patient/case from any othier NGO or any other source.
2) The assistance from Koshika Foundsation is only financial in nature.- The choice of the treatmentprocedure advisediconductad by the Hospital on the
patien, s based on the arrangement batween the patient & the Hospital, and Is in no way influenced by Koshika Foundation. Henca, the Hospltal will
assume sols & compiete responsibility of the treatmant & It's outcome & safety of the pabent, and Koshika Foundation will kave no rake or responsiblilty

In the matter.
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