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APPLICATION FORM FOR ASSISTANCE (Healthcare)
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1) | heraby contirm that all details in this Form are True to the best of my knowledge. Any falsa statamant will rander my Applicstion & ongoing assistance, if any,
liable for rejectionfeancaliation.

2) | splemnly confirm that assistance, ¥ received from Koshika Foundation, will be used only for the “purpase”, 25 stated In this Fomm, for which such sssistance
was reguestad by ms.

3) | hareby confirm that | have fiot & will nolin fulure, avail of reimbursament, in gart or In full, from any oihar source/smployerinsurance company, of the amount
for which this assistance is reguested, )
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1) By affiking my sigrature or thumb impression on this Form, | (Applicant) harsby sgree & suinorse Koshika Foundation snd it's Trustoes to

uselpublishipul-up/repraducs my nama, address, phato & detzils of the "purpose”, for which such assistance is requestedigrantad, through any

midilm, incheding but not limited to verbal, pinl, slsctronie, for saliciting donations Tor Keshika Foundation and{or disseminating Information sbout It's

activitiesfachievamants. Buch wee of my photo & detalls can ba made by Koshika Foundation balora or afier my trestment or fulfilment of the "purposa”
far which ggsistance |4 baing requesied.

2) | [Applicant) further agres that any such use of my name, address, pholo & detsils of the *purpose”, for which such assistance |s requestadigranted,
will nol eutomnatically entitle ma for racaiving o canlinuing the said assistance. The decislan for gianting snd/or conlinuing the sssistance will rest solaty
with the Trustess of Koshika Foundation, and their decision is this ragard will be final and acceptable to me
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APPLICANT'S SIGNATURE OR LEFT THUMB IMFRESSION :

AGREEMENT by HOSPITAL (Twma 0 1)
By sffixing heraunder, signature of aur Authorsed Signatory for recominending lhis casefpafisnt for financinl assistance from Koshika Foundsllan, we
[Huspital) hareby affirm & accep! following:
1) that we neithier are presantly nerwill in fulure avall of financial assistance fram anolher NGO ar any othe: sourde, for the same patientcass, 55 we are:
requesting to get from Koshlka Foundation, to the extent that such asslatance i granted by Keshika Foundation, If the raquesied assistanca is not granied
by Koshikg Foundation, in part ar in full, then the Heospital reservas it's right to make up the sharfall frem anathes NGO or any othar souros, This
cenfirmation essentislly siates thal the Hospital will not avall any duplicate essistance for the same palleatisase from any other NGO or any other source,
2) Tha assistanca from Koshixa Foundalion iz anly financisl in nature. The cholee of the treatment’pracedute advised/conduciad by Lhe Hospital on tha
peatiant, is basad on e artangement betwesn the pattent & the Hospital, and s in no way influenced by Koshika Foundation. Hence, the Hospltal will

BEsUME Soke-& completa responeibliity of the trestmant & i's outcoms & safsty of the patient, snd Koshiks Foundation will have no role or responsibliity
ry the mattar,
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