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APPLICATION FORM FOR ASSISTANCE {Healthcare)
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1) | mareby conlinn thal sl detads in ihis Form are True 1o tha best ol my knowledge. Any lekse stalement will fender my Application & sngoing assistance, if any
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2) | sesgennily confiim fhat sssistance. If recelved lrom Koshika Faundation, will be used only for the "purpose”, &8 slited i this Form, for which such assistancs
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AGREEMENT by APPLICANT | staes g +11)

1) By afuing my signalure or Mumb impession on this Form, | (Appiican) hereby agres & suthonsa Koshlka Foundabon and i's Trustees 10

une pubdliahd pul-upleproguce my nama, address, phalo & detads of the “purpase’. e which such asajulance is requasted/granted, through any
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By allining hisounder, sgniture of our Authorised Signatory for fecommending this chse/palient los linancisl assistance from Kostiks Foundation, we
{Hespital) hersay affirm & acoep! follnwing:

1) il we naier are presentty nar will in ldure avall of finenclal ssslstance from analher NGO ar any olhar saurce, for the sama patient/case, a8 we are
requasting to gol from Koshika Foendation, to the exient that such assistance is granted by Koshiks Foundation, If the requested assistanoe 1S nol graniod
by Eoshius Foundstion, o part or in full, ifien the Hospital reserves Its right to make up the shartfall from snather NGO or any olher soutce. This
ronfirmaton essenkally states that the Hospital will not avail any duplicete assistance for the same patient/case from any olher NGO or any other souce
2) The sesplstinoe beam Koshiks Foundation i only financial in nature, The choice of the trealmentiprocedurs advisediconducted by the Hospital on tha
panant, i bassd on the amangement betwesn the patient & the Hospital, and is in no way infiuenced by Koshika Foundalion. Hence, the Hospital wil
asumi sole & complote responaibiity of the traatmant & it's oulcoms & salety of the petiont, and Kashika Foundation will have no role or responeibility
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