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2) | solemnly confin that sssiilance, i recervad from Koshika Foundation, will be used only far he *purposa”, as statod in this Form, for which such assistance
was roQuestod By e,

3) | horaby confiemn that | have not & will not in Liture, all of rembursamsant. in pan o in fell, from any cther sourcaemployerfinsurance company, of the smaount
tor which this imsistance i mguested

Nnidmsa{Frmifdmnmmlisslidimgmmoamtifivireads o mwmtds Y osesawt b

2) 5 g W e e et s, 4ol | ol 8, see e w8 et Sl @ Rt e owim wmoesn d mmm

1) A ofe won o fe fim mmon o7 o ond W nd £, 3w ofn W e m o e el g s fdedm e 8 0 e b oke 3 ) ofs o S
AGREEMENT by APPLICANT {sminw mo %)
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By affiming horeundar, signoture of our Authorised Signatory Tor recommanding this cesalpatient for financial essistance from Koshika Foundation, wa
{Hospital) herety affirm & accept tollowing:
1) that we nefthar are prasently nor will in future avail of finencia assstenoe from another NGO or sny other source, lor tho same patenlicass, ne wa Bre
requesting 1o get frem Koshika Foundation, o the extent thal sush assistance is granted by Koshika Foundation. If the requested sesistance is not granted
by Washika Foundation, in part or in full, than the Hospitsl resiorves iUe right o make up the shortlall from anather NGO or any offer sourcs, This
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pEsime solo & camplale responaibiiity 'of the tréatment & e outcons & safety of the patient, snd Koshika Foundation will have no rolo or respotisibility
it tha maltar.
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