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111 haraby confirm hat B detads in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance. If sy,
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3) 1 rxrpby confiem that | Rave nol & will not in future. avail of reimbursemaent, in part of I full, from any other sounca/employerdinsurance comgany, of the amounl
far which this sssistance s reguesied

13'11‘?““{#1-1miﬂ:iwiﬂhﬂiﬂm#mnﬂﬂhtﬂm#wmw'ﬂlliﬂr“ﬂnﬂﬁ-nﬁhl

2) &t o e o sl s, @ & oW oo §, T awin o st o o % B few it o e wen F o oh

1) & ffe won € fe fan s # o ods Wl oo §, T of W afew @ wwe e Pl s s et weeh @ 3w e ol o o o o oy
AGREEMENT by APPLICANT (sies go wa)

1) By affaing my signadure o thumb Improssion on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and if's Trustees to
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“ AGREEMENT by HOSPITAL (rvmes g woT)
By affixing hersunder, sgnature of our Authonsed Signatory for recommending this casalpatient for financial assisiance from Kashiks Foundation, we
[Houpital) hemby affirm & scospl lollowing:
1) that we: neither are presaally noc will in fulure svadl of financil assistance from another NGO or any cther source, for the s2ne patientcase, as we are
réquesting 1o gal from Koshika Foundation, o the sxtont that such assistance is graniled by Koshika Foundstion. If the requested asalulance & not granied
by Koshika Foundation, in pan or in full, then the Hospital reserves it's night to maks up e shortfall from another NGO or any ofher source, This
confitnation ssasntially stales that the Hosplial will not svall any duplicate sssistance for (he same patenticans from anhy dther NGO or any othat sourcs
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assume sole & complets responsibility of the treatment & it's outcome & safety of the petient, and Koshiks Foundation will have no role or responsdility
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