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APPLICATION FORM FOR ASSISTANCE (Healthcare)
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DECLARATION by APPLICANT: STie®E B Simom wy:

11 | heretry conlfiom hat all detalls in this Form are True io 1he best of my knowledges. Any false statement will render my Application & ongoing assisiance, if any,
liable for rejectionicancetialion

2} | sotemnly confirm ihal assistance. if received from Koshika Foundation, will be used only for the "purpose”, as stated In this Form, for which such assistance
wiaa requested by me.

3) | hareby condirm et | have not & will not in fulure, @vall of reimburssment, in part or in ll, from any diber souwrcsfamgloyenineuranos comparny, of e amoun!
for which this assislance is requested
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AGREEMENT by APPLICANT (ses g #17)

1) By affixing my signature ar thumb impression on this Form, | (Applicant) hereby agree & sulhorise Koshika Foundalion and i1's Trustees o
usefpublishipul-upreproduce my name, address, photo & detalls of the “purpose”, for which such assistance Is requesiedigranted, through any
red|um, ncluding but fol lmited Lo werbal, print, electronic, ler solicliing donations lor Koshika Foundatlon andier disseminaling informaton about It's
aolivitiesfachievameants. Such usa of my photo & detals can be made by Koshike Foundation before or affer my freatmant or fulfiiment of tha “purposs”
for which sssistance s being requesisd,

2) | {Applicant] further agres that any such use.of my name, address, phalo & delails of the *purpose”, for which such assistance is requesiad/granted,
will nat automatically enlitle me for receiving of continuing the said assistance. The dagision for granting and/or continuing the #sslstance will st solaly
with the Trustees of Koshika Foundation, and their declsion is thie regard will be final and acceptable to me
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AGREEMENT by HOSPITAL (vm@ma ©0 %)

By affing hensunder, signalure of our Authorised Signatory for recommending this case/palient for fingncial assistance: from Koshika Faundation, we
[Hospital) hereby affirm &-accapt following:

1) that wa nefther are prasently nor will in fulure avall of fmancial assistance from anciher NGO or any other source, for the same patienlcase, as we are
reguesting to gel from Koshika Foundation, 1o the extent thel such assistance is granted by Koshika Foundation, If the reguested assisiznon is nal graniad
by Koghika Foundafion, In part or in full, then the Hospital reservas IU's righl to make up the shortfall from another NGO or any other sourca. This
confirmation essentially states that tha Hospital will mot avail any duplicate assistance for the same patient/cass from amy other NGO or any other source
2] The sesistance from Koshika Foundation 18 only financial in nature. The choica of the Fealmant/pracedure advised/conductod by (he Hospital on the
patiant, is based on the arrangement betwaan the gatlent & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assuma sola & compisle responsibilty of the treatmant & it's outcome & ssfaty of the patient, and Koshlks Foundstion will have no role or responsibiiity
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