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1)1 hereby condiem that all detalls in this Form are True to the best of my knowledge. Any false statement wil render my Application & ongaing as
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3} | hereby confirm that | have not & wil nnt in future, avall of reimburssment, in part or In full, from any gther source/employerinsurance company, of the

Toe which this assistance i requested

1) i!nimnmtﬂwmm#ﬂﬂwﬂm%mﬂimmﬂmim&#mwmmwmhﬂimmﬁmﬂwm

2y = i W wpmm iy st mﬂm".#ﬂhlmtmmﬁlﬂniﬁﬁimhm.ﬁwmﬂwwh

31ﬁﬁm{hﬁwmnnmnﬂtnm“mumMMHMMMiIﬂMt##ﬂMﬂqm

AGREEMENT by APPLICANT (amies u wt)
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By affixing hereunder, signature of our Authorised Signatory for recommanding this caselpatient for financial assistance from Koshika Foundation, we
(Hespital) hereby affirm & accept foliowing:

1) that we neither are presently nor will in future avail of finsncial assistance fram another NGO or any other source, for the same patienticase, as we are
requesting 1o gat from Koshika Foundation, to the extent that such sssistance i granted by Keshika Foundation, If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Huospital resarves (s right lo make up the shorttall from anather NGO or any other source. This
confirmation essentially states that the Hospital will not avai any duplicale assistance for tha same patient/cass from any ethar NGO or any other source.
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