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APPLICATION FORM FOR ASSISTANCE (Healthcare)
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1) By atfixing my-sigrature o thumb impression on this Form, | (Applicant] heraty agree & authonse Koshika Foundation and it's Trustoes fo
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AGREEMENT by HOSPITAL w7 il %)

Bly affiong hereurder, sgnstura of our Autharised Signatary for secammanding this caseigatent for financial essistance from Koshika Faundaton, we
{Hosglisl) hatstyatfirm & accept foflowing:

1) that wi sither are priesently sor wil in futdre aval of finanicial assistance fram anolher NGO or any other source, for the sama palient/oases, ps we are
requasting 1o gel fram Kaoshila Foundalion, 1o the extant that such assistanca is granted by Koshika Foundation, If the requested assistanca is nol granted
lay Woshika Faundation, in part or In full, then the Hosplial reserves its right 1o maka up the shortfall fram onother NGO or any ather source. This
eonfirmation essentisly states that the Hospital will not avall any duplicale assistinGe far the same patient/cess fram any other NGO of any athisr soUme
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agsume sole & complets responsibiiity of the reatment & Ile dulcome & satety of the palient. Bnd Koshika Faundation will keeve no role or responelbillity
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