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1) | hereby confirm thal all details in ihis Form ara True 1o the best of my knowledge. Any false statement will render my Application & ongoing
iabie for rejectionicanceliaion.

2} | golemnly confirm that aesistance, if received from Koshika Foundation, will be used only for the “purpose”, a5 stated in this Form, forwhich such as i
was fequasted by ma.
3) | hereby confirm that | have ot & will not in futurs, avail of reimbursemant, in par or n full, from any olher sourcelemplayer/insurance company, of the a
foe which this assistance s requested.

i) ﬂm-m{ﬁnmmﬁﬁimimﬁhmﬂtmfrimmtﬂuﬁhﬂkﬂmﬂmmmmtﬂﬂﬁmﬁmu’rmmh
2y Wt gm W wEE o e m*,ﬂﬂnmt.mmﬂmﬁﬁimmm.iwmﬂ'wmiu

Eb lwm{hmmhwmn‘!ﬁi,nﬂwﬂnumﬂwhﬂmtﬂﬂamﬂmm#iwﬁﬂml s 3 9 afies o =m

AGREEMENT by APPLICANT ( smies g 1)

1) By affixing my signature or thumb impression on this Farm, | [Apphicant) hereby agree & authorise Koshika Feundation and |I's Trusteas 1o
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By affixing hereunder, signalura of our Authorised Signatory lor recommending this case/patient for financisl assistance from Koshika Foundation, we

| (Hospitat) herety affirm 8 atcept fallowing:

1) that we nelther are prasently nor will in future avail of financial assistance from another NGO or any other source, for the same pallent/case, ns we are
requesting {o gel from Koshika Foundation, to ihe exient that such assistance is granted by Keshiks Foundation. If the requestod assistance |s not grantad
by Koshika Foundation, In part or in full, then the Haspital ressrves IU's right to make up the shortfall from shother NGO or any ofher source, This
confirmation essentially states that the Hospital will nat avail any duplicate assistance for the same palispt/case from sny olher NGO or any olher source
2) The assistance from Koshika Foundation is only financial in nature. The choice of the reatmentiprocedure advisediconducted by the Hospital on the
patient, s based on the amengement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Henoe, the Haspital wil
assume sale & completa responsibility of the treatment & i's oulcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in 1he mather,
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