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4] I hereby confirm thal all details in This Form are True to the best of my knowledge, Any falss statement will render my Application & ongeing assistance, if any,
liakde for rejection/canceliation.

211 slemnly confirm thel assistancs, If received from Keshika Foundalion, will b ueed only for the “purpaga’, as slated in this Foern, far which 2uch assistance

wag requested by ma.

3} heraby confim that | have nat & will not in kilure, avail of reimburgement, in par or in full, Iram any olher sounselemployerinsurance corypary, of Ihe amouni

far which this assizance is requestad.

1 ﬁmmtﬁswmﬂf{'&ﬂﬁm‘:mﬂﬂﬂmr&immﬁnﬂhwﬁﬁﬁmﬂm‘mmwm#ﬁﬂﬁmmﬁmmh

21 T g = e ot w i A", & o W W T, T TEm T s 3 O W P e e, o W e d s

3}ﬁ3&m{ﬁ:‘hﬂ'ﬂmtnﬂmﬁlaﬂm‘tmﬂwmumﬁmﬁﬂhmmmmﬂﬂimiahqﬁmiﬁm

AGREEMENT by APPLICANT | sgs g0 +)

1Y By affixing my signalure of thumk Imprasslan on this Form. |1 tapplicant) herely agree & authorise Koshika Feundation and it's Trusteas o
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1) that we risither are presently nor will in future avall of fnanclal assistance fram another NGO or any olher solfce, for the same patienlicase. as we Bre
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masumme sole & complets responsibisty of the eatment & if's outcome & safety of the palient, and Koshika Foundation will have no rele or responsibility
in the matter
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