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APPLICATION FORM FOR ASSISTANCE (Healthcare)
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DECLARATION by APPLICANT. méow gm s T

1) | hetwty confirm that =il detads in this Form ane True o the best of my knowiadgs. Ally Talse statemant will render my Application & ongoing assistance. if any,
llatsle for rejectioncanceftation.

2) | solamnly confirm that assistance, i received from Koshika Foundation, will be usedionly for the “purpose’, as stated in thin Form, for which such sssistance
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3) | hasreby confirm that | have not & will not in future, avall of reimbursement, in past offin full, from any other sourcefemployeninsurance comgany, of the smount

for wtach iy assistance i reguested
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1) By affing my signature or mm1mmhnuanwm.mwhmmw o & authorige Koghia Foundation and it's Trusioes i
useipubilishi put-upreproduce my nams, stddress. photo & detslds of the “purpose”, I which such assistance s requestadigranted, through any
medium, mciuding bul not kmited to verbal, prnt, slectrome, for solicling denationn & Koshika Foundation andior dissemnaling information about its
activilies‘achievements. Swch uss of my photo & details can be mada by Kashika Flundation before or afier my trestment or fuifiment of the “purposs”
far whith sssistance s beng requested.
Z) | (Appicant) further agres tha! any such use of my name, address, photo & deiails of the “purposo”, for which such assistence is regquestadigrantad,
will mot sutematcally entitle me for recelving of conlinuing the sald sssitance. The Becision for granting and/or continuing he assistance will rest solely
with the Trusiees of Koshika Foundabon, and their decision is this regard will be Bnlll and acoeptabie o me.
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APPLICANT'S SIGNATURE OR LEFT THUMS IMFRESSION :
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By =ffixing hereunder, sigrature of our Authorsed Sanatory for recommending thi case!patient for fmanczal assisiance from Koshika Foundation, we
[Hospital) hareby affiern & sccepl following:

1) that we nelther are prezantly nor will In future avail of financial assistance frominolher NGO or any other source, for the same patisnticase, as we arz
reguesiing o gel from Koshiks Foundation, (o the sxtent thal such assistance is ghanted by Koshika Foundation, If the requesied assistonce |s not granied
try Hashika Foundation, in part or in full, then the Hospital reserves s right o make up the shortfall from another NGO or any other source. This
confirmation essantially wtates thal the Hospital will nol avall any duplicate as -' co fof tho seme palient/case fram any other NGO or any othar source.
2) The assistance from Koshika Foundation i5 only fmancial in nature. The choxdic! the treatment/procedure advised/oonducted by e Hospitsl on the

patien, is based on the srrangemant botwean tha pationt & the Hospital, and is @ no wary influsnced by Koshiks Foundation. Hence, the Hospial will
assume sole & comgplete responsibility of the eatment & W's cutcome A =afety ofiihe patient, and Koshiks Foundation will have no role o responsibiiity
in the mather
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