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APPLICATION FORM FOR ASSISTANCE (Healthcare)
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2) | soleminly eanfirm that assistance, If recelved from Koshika Foundation, will ba used anly for the "purpese”, as ateted In this Form, for which such pesistancs
was requested by me.

3} | haraby canfitm that | hava nat & will not in future, avall of reimbursament, in pan or in full, from any other sourca/employeninsurance company, of e amounl
for which this assistancs s requested

BRALUET RS R kR R e e R R e R R R R R B e R
2) Wt gW % W i e st W o o e T a s s g @ e fem o, o w awe o s
1) % giw = { fE fam memm 9 v owd w1 v 2, 90 o W s W e e R S am i sl 8 7w o s 3wl o m

AGREEMENT by APPLICANT { swss gm %)

1] By affixing my signature or thumb impression on this Form, | (Applicant) hereby sgree & authorise Koshika Foundation and it's Trustess o
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AGREEMENT by HOSPITAL (wemem &M +10)
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