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APPLICATION FORM FOR ASSISTANCE (Healthcare)
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2) 1 solerredy confitm that assistance, If recerved from Koshika Foundation, will be usod only for $he “purpose”, as statod In this Foem, for which such assistance
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AGREEMENT by APPLICANT (30%c% DU %0

1) By afliung my sipnature of Bhumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and It's Trusiees to
uselpubdshipul-apireproduce my name, sddress, photo & detalls of the “purpose”, for which such assistance Is requestedigranted, through any
medium, including bul not imited 10 verbal, print, electranic, for soliciting donations for Koshika Foundation andlor disseminating information about it's
attivies/achievements. Such use of my photo & details can be made by Koahdka Foundation before of afler my treatment or fulfilment of the “purpase”
for which assistance s bawng requested.

2) | (Apphcant) further agree that any such use of my name, address, photo & details of the “purpose”, lor whech such assistance is requestedigranted,
will not automatically ondithe me for recesving or continuing the said assstance. Tho decision for granting and/or continuing the assistance wil rest sololy
with the Trustees of Koshika Foundation, and thesr decsion s thes regard wit be final and accoptable 1o me
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AGREEMENT by HOSPITAL (Feemm g0 %)

By affiung hereunder, signature of our Authorised Signalory for recommeanding this casa'patient for financial assistance from Koshika Foundation, wo
(Hospital) harsby affirm & accept following

1) that we nedther are presently nor will in futuee avall of financial sssistance from another NGO or anry other source, for the same patient/case, as we are
raquesting % get from Koshika Foundation, 1o the axtant that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves &'s right to make up the shortfall from another NGO or any other sourcs. This
confimation siates that the Hospital will not aval any dupiicate assistance for the same patientcase from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advisediconductied by the Hospital on the
pationt, is based on the arangemont betwoen the patient & the Hospital, and is = no way influenced by Koshika Foundation. Hence, the Hospital wit
assume sole & complete responsibility of the Featment & it's cutcome & safiety of the patient, and Koshika Foundation will have no role of responsibiity
in the matier.
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