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APPLICATION FORM FOR ASSISTANCE (Healthcare)
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DECLARATION by APPLICANT: sies g shes o

111 hereby confirm that @il detads kn this Form are Trues (o the bast of my knowiedge. Any false statornant will runder my Application & orgoing assistance, i any,
fmbie for repchonicanceliation.

211 solismaly confirm that essistance. f recelved from Koshics Foundation, will be used only for the "purpose’, as statied in ths Fom, for which such assistance

wal requested by mi

)| herstry confirm that | have nat & will not in futare, avall of revnbursement. in part or o fut, from any other sourcelemployerinsurance company, of the gymount
for which this sssiiance 2 reguasied
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AGREEMENT by APPLICANT ( 579%% 50 %)

1) By alfixing my signature or thumb impression on this Form, | (Applicant) hereby agres & suthorise Koshika Foundalion and I's Truslees to
useipublish/pul-upfreproduce my name, address, pholo & detady of the “purpose”, for which such assistance iy requestedigranted, hrough any
miedium. incliding Dut not limited to werbal, prnt, electronic, for soliciting donatons for Keshika Foundaton andior deseminaling (nformaton about it's

activiisachivaments. Such uue of my pholo & delalls can be made by Koshika Foundation before or afier my reatment of lulllment of ihe "purpose’
for which assistancs 8 Deing requesied

211 (Appiicant) further agrea that aoy such use of my name, sddress, pholo & detadls of ihe “purpose”, for which such assistance |s requested/granied,
will npt alomatically antille me for receiving or continuing the said asaistance. The decision for granting andlor continuing the assistance will rest solely
with the Truuniess of Koshika Foundation, snd Iheir decision is Mis regard will be final and acceptable o me.
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AGREEMENT by HOSPTTAL (wrses g0 wim)

By alfwing hetmundar, sgninture of cur Authorsed Signatory for recommending this casalpatient for financial assistance from Koshika Foundation, we
(Hospital) haveoy affirm & accegpt following:
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risguasting 1o gel from Koshisa Foundation, o the extent that such sssmtance is granted by Koshiks Foundaton. If the requestsd sssistence i nol granted
by Hoshika Foundabon, in part or & fll. then the Hospital reserves iU fght o make up the shortfall from another NGO or any other solros, This

confirmation essentially states thal the Hospital will not avall any duplicate assistence for the same patient/cass from any other NGO or sny ofher source.
2} The assistence from Koshka Foundation is only finansial in nature. The cholce of the realmenlprocedure advised/conducted by the Hospital on the

patienl, i besed on the arangsment between the patient & the Hospilal. and is In no way Influsnced by Koshika Foundation. Henca, (he Hospilal will

ossume gole & complets responsibility of the trestment & it's oulcoms & satsty of the patient, and Koshie Foundation wil hove no rle or responsibility
in the matlion
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