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APPLICATION FORM FOR ASSISTANCE (Healthcare)
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DECLARATION by APPLICANT. seitw o6 e T

1} | hisrey oondfirm thal af dolsds in this Form are True lo e besl of my knowledge. Any false statement will rendar my Application & ongoing assstance. If any,
bable for

2) | soipmnly confirm that assistance, If recaived from Koshlka Foundation, will bs used anly for the “purpose”, as sinted in this Form, fr which such arsistancs

wit requested by me.

3} | hereby confirm fat | ave not & will not in liturs. avail of embursement, in panl o in full, from any other souncsfsmploysrinsurmnce company, of Be amount)|

for which this assistance m reqgueised
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AGREEMENT by APPLICANT | amies o %11

1} By affing my signature or Shumb impression on Bis Form, | (Applicant) hereby sgree & authorise Koshiks Foundation and s Trustoes 1o
use/pubbsh/put-upireproduce my name, address, photo & detalls of the “purposae”, lor which Such assistance is requested/granted, through any
mmedium, including but not limded 1o verbal, print, elecironic, for soliciling donations for Kashika Foundation snd/or disseminaling information aboul i's
BcivitiesEchisvemens. Suoh use of my photo & details can be mads by Koshika Foundation befors or afier my irestment or fulfiiment of the “purpose”
for which assistance s baing requested

2) | tAppiicant) further agree that any such use of my name, address, pholo & delails of the “purpose”, for which such assistance is requestedigranted,
will not sutomatically entite me for receiving of continuing the said assistance. The decision for granting andier conlinuing the sssisance will rest solaly
with the Trustees of Koshika Foundation, and thair decison is this regerd will be finsl and acoceptabie to me.
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AGREEMENT by HOSPITAL (vemss oo wm)
By affixing hereunder, signature of our Authorised Signatory for recommending ihis case’patient for financial assistance from Koshika Foundation, we
(Hospital} herelry affirm & accept follawing:
1} tnal we nieither ars presently nor will in future avall of financial assistance from another NGO or any other source, for the same patient/case, a8 we are
regustng 1o gat from Koshika Foundation, to the exient ihat such assistance is grantsd by Koshiis Foundation, If the requosted assivtance ls not granisd
by Koghika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source, This
confirmation essontially stalos thal the Hospital will nat avail any duplicate assislonce for the ssme patient'case from any other NGO o any ciher SoUce.
2) The assistance from Keshlka Foundation is only financsal in nature, The choxe of the treatmentiprocedure advised/conducted by the Hospital on the
pabent, is based on Ihe arrangement betweon the patiant & the Hoapiial, and i In no 'way influsnced by Koshiks Foundation. Hence, the Hospital will

memamﬂmmm:wdmmu it's cutcome & safety of the patient, and Koshika Foundation will have no role o respansibility
i the matigr.

o sifeE, el S & @ ol S e st S i T i el S o ), f o () fE EmE TR s W EE b

1) 9 fe 3 o wien ol 3 o ofes F fefen mm el ol s w fel oo @ we Ol F @8 ow A o £ 49 s v Cwife et
¥ Fornfrefieal v o wey o "o werste” g e by M b ef S wifee sorsten o werm e st dy e ol S e § o8 s
fosdt s iy el won W el = T W e W e e e & oy F e ww ww e s e e e ety Fesh
W D dres o fel = wes B W el

1 “wifve wtva” @ o of mren dew fufrs ogfe ot § 0F W e g 9 o e W e T Trees W T TR o e

¥ W w fw § ol sl weeT T g e v w i oo oW & vl reeee § o0 % v e ol o i i o o e
=t wrl = ‘e W o e W el wm e e

Date of Surgery
T W e
gg\ﬂ;\"?
g
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T =z 2

% BN

17.11.2025




