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APPLICATION FORM FOR ASSISTANCE (Healthcare)
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DECLARATION by APPLICANT: s @m Wi ¥ "

mmruu-_u conirm that all detads in this Form ars True to the best of my knowledge. Any feise stalement will render my Appiication & ongaing assistancs, if any,
for rojectionicanceliafion.

Ejlwmﬂmm I received from Koshika Foundation, will bes used anly & the *plrpose”. a5 stated in this Form, for which such assistancs

was reguested by e

3) | hareby confirm that | have not & will not in future, svail of reimbursement. in part or in ful, from any other sourcelsmployerinsurance company, of the smount
for which this assistarce l§ requested
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1) By affing my mignature or thumb mpression on thes Form, | (Applicant) hereby sgres & suthorise Koshika Foundabon and if's Trusioes 1o
usefpublishput-uplieprosuce nry hisme, address. photo & details of the "purpose’, for which such assistance |s requestedigranted, through any
madum, mcluding bul not imited 1o varbal, prat. electromic, for soliciting donations for Koshika Foundation andfor disseminating infarmation about if's

actves‘achigvements. Such use of my pholo & detalls can be made by Koshika Foundation before or after my treatment or fulfilmest of the “purposs®
for which aasisiance is being regueshsd,

2) | (Applicant) furihar agres that any such use of my name, address, photo & details of the “purpese”, lor which such assstance |5 requestedigranied,
will not automaticaity entitle me for recoiving or confinuing the said assistance. The decision for graniing and/or continuing the sssistance will rest solely
with tha Trustees of Koghika Foundation, and their decision is this regard will be final and acceptabls to me.
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By sMixing hereundsr, signaturs of our Aufhorised Signatory for recommanding this case/patient for financial assistance lrom Koshika Foundstion, we
{Hospital] heraby affirm & accept followling:

1) thal we neither are presantly nor will In fulure avall of financial assislance from another NGO or any ofher source, for the same patientcass, as we are
roguissting to get from Koshika Foundation, fo the sxient thal such assistance is granted by Koshika Foundation, |{ the requested assintance i nol granied
by Koshika Foundaton, in part or in lll, then fhe Hoapllal reserves it's right lo make up the shortfall from another NGO or any ofher source. This
canfirmalion essantially states thal the Hospital will rol svall any duplicade assistance for the same patient/case from any other NGO o any ofher source.
2) The assistance from Koshika Foundation |8 only fnancal in nalure. The choics of the ireaimentiprocedure advissdiconducisd by the Hospital on tha
patient, is based on the armanpement babween the patient & the Hospital, and i in no wiry influsnced by Koshika Foundation. Hance, the Hoapital wil
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