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APPLICATION FORM FOR ASSISTANCE (Healthcare)
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DECLARATION by APPLICANT. Sméew g wiwm o;
1] | heroby confim that a8 detalls in this Form are Troe 10 the best of my knowledge. Any lalse staloment will render my Application & ongoing assistance, i any,
lizhie for repectionicancetiation.

2 | molernly conflirm hat ssskstorce, I mcelved from Koshia Foundation, will be used paly for ihe “purposs”, as stated [n thin Form, for which such asaistance
Was requested by me

3) | herety confiem mat | havi rol & will nol in future, avail of rembursament, (n part of n ), fram any other sourcalemployer/insurance company, of e amount
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AGREEMENT by APPLICANT ( siies g1 %)

1) By affxing my signature or Shumb impression on this Form, | (Applicant) hereby agres & authorise Koshila Foundation and 11's Trusiess to
uraputlishipul-upimproduce my nama, address. pholo & detaily of the “purpose”, far which such assistance is requested/granted, through any
misdium, including bul not limited 1o verbal, pAnt, electranic, for soliciling donations for Koshika Founidation and/or disseminating information sboul it's
activitiosfachlevements. Such uso of my photo & dotails can ba made by Koshika Foundalion before or after my tredtment or fulfiimant of the “purpose”
for which assistance is being requesied.

2] | (Appliaan) furthes agree thal ary such use ol my name, address, pholo & details of the “purpose”, lor which) such Basistance s requested/granied,
will not mAomatically antrile me for receiving o confinuing the said assistance. The decision for granting &ndfor continuing the assistance will rost solaly
with the Trustees of Koshika Foundation, and thelr decision ls thls regard will ba final and accoplable to me.
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AGREEMENT by HOBPITAL (Evame 50 %07)
By affixing hisrmunder, sigaatum of our Authorised Signatory for recommending Lhis case/patient for linancial sssistance lrom Koshika Foundation, we
{Hospital) ereby &ffirm & accept foflawing:
1) that we nelther are presently nor will in future svall of financial asgistance from another NGO or any ofher source, for the same patisnt/cans, B We are
reguesling lo gat from Koshika Foundabon, 1o the exfent that such assistance is granted by Koshiks Foundation. If the requested essistance is not granted
by Koshiun Foundation, in part or in full, Ben the Hoapital resecves 1's right to make Up the shortfall from another NGO or any ofher source. This
confimanon eszeniially Siales thal the Hospital will not avail any duplicate assistance lor the same palienl/case from any other NGO or any other sowce,
7) Tha sssistance rom Koshiks Foundation is only financial in niture. The oholos of the traptmentiprocedure advised/conducied by the Haspital on the
patient, s based on the srangement between the patient & the Hospital, and iz in ng way influenced by Koshika Foundation. Hence, the Hospital will
geaurmns w0l & complele maponuibility of the troatment & iU's outcomae & safety of the patient, ond Koshikn Foundation will have no role or responsibllity
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