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was requested by me

3) | hasratry canfiem that | haves nol & will nol in future, mail of roimburssment, in gart of in full, from any other sourcelamployesfinaurance company, of the a

fiar which this ssslstance s reguested.

1) & v wm g o A fod o el e i sl % sy e o wi oo fee v e o o € o S e e oo el b

21 ¥ 5 ® W O S s wEEmT, 4 # W w f, v e e sy W g F b fem i, @ W o F wom

5]ig'irm{hmmﬂuwﬁﬁﬂLﬂdnmmmmmiﬁﬂﬂm&hq'ﬂﬂiﬂmiﬂﬁﬁmiﬂm

AGREEMENT by APPLICANT (79T g $00

1) By affixing my signature of thumb impression on ihis Form, | (Applicant) horety agree & autharise Koshika Foundation and I's Trusines to
use'publish/put-upireproduce my name, address, photo & details of the "purpose”, for which such assistance is requesiedigrantod. through any
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By aflining hereundor, signature of our Authorisad Signatory for recommending this casefpatient for inancial assistance from Koshika Foundation, we
(Hospital) heseby afirm & accept lollowing.

1) thal we neither are prasantly nor will in future evail of financial assistance from another NGO or any other source, for the same patienicase, a5 we are
requesting to gel from Keshika Foundation, to the extent thet such assistance is gronted by Koshika Foundation. If tha requesied assistance is nol granied
by Keshiia Foundstion, in part orin full, then the Hospital reserves it's right to make up tha shortfall from anothar NGO or any other source. This
confirmation essentially stales thal the Hospital will not avall any duplicale pssistance for the same palienticase from any olfer NGO or any othar source
2) The sssistance from Koshiks Foundation is only financial in nature, The choice of the reatmentiprocedure advised/conducted by the Haospital on fhe
patient, is based on the arrangement betwaen the patlent & the Hospital, and is (n no way influenced by Koshika Foundation. Hence, the Hospital wil
assume solo & complets responsibiity of the treatment & it's oulcome & salety of the patient, and Koshika Foundation will have no role or responaidity
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