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2) | solemnly confirm that assistance, ¥ received from Koshika Foundation, wil bo used only for the “purpose”, 88 stated In this Form, for which such

was requesied by me.

3) | hereby confiern that | have not & will not in future, avad of reimbursement, in part oc in full, from any ofher sourcalempioyeninsurance company, of the
for which this assistance is requested,
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1) By afuing my signature or thumb impression on this Form, | (Appicont) hersby agroe & authordse Koshika Foundation and X's Trusines o
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with the Trustess of Koshika Foundation, and thelr decision s Ihis regerd will be final and acceptadie 10 me.

1) W ST A v w sl ¥ wr e,  (sodew) vl weh o) g wee o of “wifm s ol wed e C W sfo v e S0
wa, w12 she o fevoe 1@ v # e §, 7@ Cstfe o s, T, wwavm gt agie @ g oiifed st sodfeed @ fivd S @ see e

¥ yafty wrd % g aflogn §) & wor W feew @ g @ et w wx # wrd ¥ g Cwte el v ol sfogr b

2) & (swkes) W oo @ s 0% dn o wn, o oy feen @ e evem ¥ ahd o ofd | g e won W veor ot v o i o

“wifre* weq T =fed w1 Foly s sl weowrd g

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION :
s ¥ v N P W f
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By affixing hereunder, signature of our Authotised Signatory for recommending this case'patient for financial sssistance from Koshika Foundation, we
(Hospiai) haceby affem & accept folowing

1) that we neither are presently nor will in future avall of financil assistance from ancther NGO o any other source. for the same patienticase. as we are
requesting 1o et from Koshika Founcation, to the axient that such assistance is granted by Keshika Foundalion. If the requestod assistance Is not granted
by Koshika Foundation. i part o In full, then the Hospital reserves If's right to make up the shonfall from ancther NGO or any other source. This
confirmation essontially states that the HospRtal will not availl any dupiicate assistance for the same pationt/case from any other NGO or any olher source.
2) The sssistance from Kostika Fountdation ls only financial in nature. The choice of the treatment/procedure advisediconducted by the Hospital on the
patient, Is based on the arrangement batwoen the patient 3 the Hospital, and is i1 no wey influenced by Koshika Foundation. Hence, the Hospital will
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