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APPLICATION FORM FOR ASSISTANCE (Healthcare)
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1) | haraby canfirm that all detads in this Form are Trua to the best of my knowledge. Any false statemant will render my Application & ongoing assistance, il any,
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1) By affixing my signature af thumb impression on thie Famm, | [Applicant) hereby agres & suthorise Koghita Foundalion and iU's Trusiess 1o
usalpublish/put-upireproduce my name, address, photo & details of the *purposa”, for which such assistance ls requasted/granted, through any
medium, inciuding buk nat imitad to varbal. prin, alectronic, for ssliching denatinns for Koghika Foundation andios diszeminating infarmation about it's
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AGREEMENT by HOSPITAL (E®AE B0 %10 )

By affuing hemmander, signature of our Authonsed Sgnitary for recommending 1his caswlpaliant for financial assistancs from Koshiks Foundation, we
[Hospital) hereby affirm & accepl lollowing:

1) that we neitrer are presently nor will In future aval of financial assistance from anothiar NGO gr any other Soyrce, for the same pallenl/case; =5 we ame
requesting to get from Kashiks Fodndation, Lo the exlent that such assistance is granted by Koshika Foundation If the requesied assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right Lo make up the shortfall fram another NGO or any other soufca. This
confirmation essentially states that the Hospital will not avell any duplicate assisiance for the same patienticase from any ofhar NGO or any olher source.
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patient, |s based on the srmmngement between the patient & the Hospital, and is in no way Influenced by Koshike Foundation. Hence, the Hespital will
assume soie & complete responsibility of the treatment & s cutcome & safety of the patlent, and Koshika Foundation will have no roie or responsibifity
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