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31 | heralyy confirm that | have nal & will nét in future, svall of reimbursemant, in part or In full, from any other sourcelemployerfinsurance company, of the amount]
for which this assistance is reguested

1) & wpeen wm f o w9 e omd wd faw 4t amwd @ s W e &) ot o fen o s s v e € o S0 e s W oW el 4

2) Ht g W e i e s, @ o w oot b, Tem awm i vt wd gl o Bl few i, @ veowen F s omn b

3) # i wom o T fas s gy o ok ) o 4, T ofn = s w e e el e s Prdesedm w8 9 o o & sheow o ofee o
AGREEMENT by APPLICANT ( swies g %17)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshiks Foundation gnd If's Trustees o
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By affixing hereunder, signature of our Autharised Signalory for recommanding this case/palient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1) that wa neither are presently nor will in future svall of financial asslsiance from anolhar NGO or any other source, for the same patienlicase, ps we are
requesting fo gel from Keshika Foundation, to the extent that such aszaistance = granted by Koshika Foundation, If the requested assistance is not granted
by Keshika Foundetion, in part or In full, then the Hospilal reserves it's right la make up the shortfall from another NGO or any other source. This
confirmation essanlially states that the Hospltal will not avall any duplicate assistance for the sama patlent/case from any olher NGO or sny other source
2) The essisiance from Koshika Foundation [s only financial In nature. The choice of tha tresiment'procedure advised/conductad by the Hosplial on lhe
patient, is based on the srangement between the patient & the Hospital, and |s in na way Influenced by Koshlka Foundation. Hencs, tha Hospltal will

rssume sols & complete responsibility of the treatment & i's outcome & safety of the patient, and Koshiks Foundation will have no rolo or responsibility
Im the matter.
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