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1} | harety confirm Mat a8 dolady in this Form are True to the best of my knowledga. Any faltse slaterment will rendes my Application & ongolryg assistance. If ary,
linlrie for refeciion'cancellation

2) | sotemnly confirm that assistance. if received from Koshika Foundation. will be used anly for tha “purpose”, as stated in this Fom, for which such assistance
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3) | herebry confirm that | have not & will not in future. avall of reimburssment. in part or in full, from any other sourcalemployesfinsurance company, of the amount
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1} By affing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and if's Trustees io
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2) | (Apphicant) further agres that any such use of my name, address, photo & details of the *purpose”, for which such assistance (s requested/granted,
will mot sutomatically enlitie me for recelving of continuing the sald asslstance. The dedlsion lor granting and/or continuing the assistance will resl oty
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AGREEMENT by HOSPITAL (vey=m Tm Wm)

By affixing hereunder, signature of our Authorised Signatory for recommending this casefpatient for financial assistance from Koshika Foundalion, we
{Hosphal) harsby sMom & accopt lollowing:

1] thal we nelther e presently nor will in futere ovall of financal essistance from another NGO or any other source, lor the same patentcase, as we ars
requasting o gol from Kodhika Foundation, o the sdant thal such sssistance ks granted by Koshika Foundation. If fhe requested assisiance is nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right 1o make up the shortfall from another NGO or any other source. This:
confirmation sssentially states thal the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or any other source
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