BoR c-aM-ol- 0b6F

APPLICATION FORM FOR ASSISTANCE (Healthcare)
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1} | heraby confiem thal all details in this Form are Trie i Ihes best of my knowledge. Any falss statemant will render my Apphication & origaing assistance, if any,
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11 By affucng my signature or thumb impression on this Form, | (Applicant] kereby agres & authorse Koshika Foundation and it's Trusteas to

usalpublishiput-up/iregroduce my name, address, pholo & details of the “purpose”, for which such assistance Is reqUested/granted, through any
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with the Truslees of Koshike Foundailan, and their decigion is this regard will be final and acceptabie to me,
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By afficing hereunder, signature of our Authorised Signatory lor recommending Ihis case/patient for financial assistance from Koshika Foundation, we
{Hospital) hereby affirm & accept following:

1) thol we neither are presently nor will in iu.turl avail ol financial assistonce from another NGO or any other saurcs, for the same patient/case, os we e
regueeting 1o get from Koshike Foundation, o the extent that such assistance is granted by Koshika Foundation, If the requested assistance is not grantad
by Koshika Foundstion, in part or In full, then the Hosplal resarves s right to make up (he shortfall from another NGO or any othar sourca. This

confirmation essantiafly states that the Hospital will not avall any dupiicale assistance for the same patlent/case from eny other NGO or any other saurce
2] The assistance from Koshika Foundafion is only financisl in nature. The choioe of the tratment/procedure advisad/conducted by tho Hospital on the

patient, is based on the arangement between ihe patient & the Hospital, and is in no way influsnced by Koshika Foundation. Hence, the Hospital whl|

essume ok & compiets responsibility of the treatment & s oulcome & safely of the patienl, end Koshike Foundation will have no role or responsitility
in tha matler
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