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APPLICATION FORM FOR ASSISTANCE (Healthcare)
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DECLARATION by APPLICANT, PSS BT Swoq Ta:
1) 1 herety confirm that ail detalls in this Form ars True ta the best of my knowledge. Any false statemant will render my Application & ongoing sssistance, i any,
liabsa lor rejection/canceiation.

2} | solemnly confirm that assstance, If recelved from Koshlka Fourdation, will be used only for the "purpass”, as stated in this Form, lor which such assistancs
was reguested by e,

3) | hereby confinm that | have not & will not in fuldre, avall of reimbursement, in pan of in full, from any gther sourcalemployesfinsurance company, of the amount
for which this angistancs is reguesied.
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AGREEMENT by APPLICANT | s g7 %)

1) By affising my signature or thumb imprassion on this Form, | (Applicant) hereby agree & sulhoriss Koshika Foundation and IU's Trustees (o
usa/publistpul-upireproduce my name, address, photo & detalls of the “purposa”, for which such assisiance is requestedigrantad. through any
medium, including but not limited to verbal, print, electronic, for saliciling donations for Koshika Foundation andlor disseminafing information about it's
sctiviies/achievements. Such use of my photo & details can be mads by Koshika Foundation bafore or after my treatmant or fulfiiment of the "purposse”
for which assistance is being requested

2) | (Applicant) further agree that any such use ol my neme, address, photo & details of the "purpose”, for which such assistance |4 requestedigrantad,
will not automatically entitle me for recelving or continulng the said assistance The decision for granting and/or continulrg the assistance will rest solaly
with tha Trustees of Keshika Foundation, snd their decision s this regard will be final and acoeptatie o me
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AGREEMENT by HOSPITAL (Wit §H1 7]

By affiung hereundar, signature of our Autharisead Signatory for recommending this cass/pation! for firanclal assistance from Koshika Foundation, we
(Haspital) heraby affirm & accapl lollowing:

1] that we neither are gresently nor will in future avall of financkal assistance from anoiher NGO or any ather saurce, for the same patient/case, as we are
raguasiing lo got from Koshika Foundation, to the sxtent (hat such sesisianca is granted by Koshika Foundation, 1! the requestod assistancs is nol granted
by Koshika Foundation, in part o in full, then the Hospltal reserves it's right to make up the shorttall from anather NGO or any other source. This
confirmation essentisily states that the Hospital will not avall any duplicate pesistance for the same patient/case from any other NGO or any olher source.
2) The assistance from Koshika Foundation is anly financial in nature. The cheice of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the srrangamant batwesn the patient & the Hospital, and is in no way influsnced by Koshikn Foundation. Hence, the Hospital wil

assume sole & complete responsalbliity of the treatmgni & s outcome & safely of fhe pallent, and Keshika Foundation will have no role or responsibility
in the malter.
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