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1} 1 hareby confirm that alf detalls in this Form are True to the best of my knowledge. Any false statement will render my Applicalion & ongoing assistance. If any,
limbée for rejection/canceiation i

21| solemnly condfiem that assistance, If measlved from Koshiks Foundation, will be used oniy for the "purpese”, as staled in this Form, for which such aesiziance

was raquasted by me

3 | hereby confirm that | have nat & will not in future, avail of reimbursemeant. in pan orin full, from any other sourcelsmploverinsurance company, of the amaunt

for which thie assistance & requestied

1) & s s € f& 3a wen W fon ol md T i weeerlt % aep B v W £ Tf S0 e o8 W swe ww wm # w w mwe e st wed

2y &t g 2 ww e s syt 4 o o oft # Sew T e b ow o F fed e, = o o o

1) & g won € 5 fam weew o vr omdw W nd €, 30 of w0 el w v fenn el s am At WAl ¥ 7 @ e d sl T @ ufe d
AGREEMENT by APPLICANT | smees 7 =)

1) By affixing my signature or thumb impression on this Form, | (Applicant) heraby agres & authorise Koshika Foundation and it's Trustees to
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By affning hereundar, signature of our Authorised Signatory for recommending this casaipatient for financial assistance from Keshika Foundation, we
{Hoepital) heraby affirm & accept following:
1) that we neiiher are presenily nor will in future avall of financial assistance from another NGO or any other sourca, for the same patient/case, as we are
reguesting o get from Koshika Foundation, to the extent that such assislance I8 granted by Koshika Foundation, If the requested asststancs (s nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves il's fight to make up the shartfall from another NGO or any olher source, This
confirmation essentisly states thal the Hospital will not avail any duplicole assistance for the samea patient/case from any otfer NGO or any othar source
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assume sola & complele responsibiiity of the treatrment & I's outcome & salety of the patient, snd Koshike Foundation will have no role or responsitility
in the matter
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