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APPLICATION FORM FOR ASSISTANCE
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DECLARATION by APPLICANT: S{Tw gr Sen i

1) | heteby confirm that all details in thiz Form are True to The best of my knowledga. Any false sintamen will rander my Agplication & ongoing assistance, Hang.r."'wl
lintile for rejactionicancaiation,

2) 1 solemnly confirm that assistance, If recaived fram Koshiks Foundation, will be usad only for the "purpose’, as stitisd in Whis Farm, for which such assistance

wian requisked by me,

331 hereby corfirm that | have not & will nat i Tuturs, @vail of reimbursement, 0 part ot i full, from any athar sourcalamployerinsirance company, of the smournt

far which thie assistance is requesied
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AGREEMENT by APPLICANT ( swaes 3 W)

1) By afllxing my slgnature o thumb impresskon on this Farm, | [Apglicant) herely sgree & aulhtriss Koshika Foundation and It's Trustees 10
usalpublishiput-up/reprodyce my name, address, pholo & datalls of the "plrpese’, for which such assistunce is requested/granied, through any
maditm, neiiding but rot imited 1o verbal, prifd, elacironic, for soliciing donations for Kaghika Foundation andior dissaminating Information about it's
activiligs/achievements..Such use of my phata & details can be made by Koshika Foundation befare or after my treatment or fulfiment of iha *purpose”
far which assistance s being requestad.

2) | {Applicant) further-agres that any such usa of my name, address, pholo & detalls ol the "purpote”, far which such assistance = requested/grantad,
will Nl automaticatly entitle me for recelving or continuing the sald pssistance. Tha decision for granting and/or pontinuing the assistance will rest solely
with the Trustees of Koshika Foundation, and thelr decision i3 this rigard will bs final and poceptable to me,
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AGREEMENT by HOSPITAL (weam w0 %)

By affixing heraundar, signature of aur Authorsad Signatary for recommending this caselpatient for financin! assistanoe from Koshika Foundation, we
{Hospital) hareby affirm & accep! Tollawing:

1] that wis nelthar sre prasently nor will in futura svall of financial sssistance from anather NGO or any ether source, for the same patienlicass, as we ara
reguesting to gat from Kashika Foundation, fo he extent that such assistance is granted by Koshika Faundation, If the requested assistance (s nol granted
by Koshika Foundallon, In part ar in full, then the Hospital ressrves it's right 1o make up the ghorttall frsm anothisr NGO or any other source. This
confirmation assentially simaes that tha Hospltal will not avail any duplicate assistance lor the same patisnticase from any other NGO or any ofher source
2} The assistance trom Koshika Foundation is only firancial in nature. The chokoe:of the treatment/procedure advised/conducted by the Hospital an iha
paliant, s based on the armngament between the patient & the Hospital, and i in no way influenced by Koshika Foundation. Hance, the Hospital will
assuma sois & complete responsibility of the eatmant & it's outcoma & safety of the patient, and Koshika Foundation will have no rolE o responsibility
in the matter
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