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1) | haretsy contirm thal o detass n this Form sne True 1o the bast of my knowhedge. Any false statermunt will render my Application & ongaing assistance, i any,
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2) | solemnly confirm that assistance, f received from Kashika Foundation, wil be vsed only for the “purpose’, as statied in this Form, for which such assistance
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3) | herety confirm that | have nol & will nal in lulure, avald of reimbursement, m pan or o full, fam any o sourmefemployerinsurance company, of the amount

fior which thin assistance = requestisd

1) & e wm f e vm e A fed o owd fem 2 e @ s o oe wR o W fies o e e e | S e free st = e )

1) % gm o wam o CwiEe weemt, 8w o= o 4, Tee wei R vt ol gl @ e Tew wrdw, W g e F un o B

5) & ofee wen o fi fo e Ay o sy 9 o B wnoofn w0 aelies o frem feld e aried w8 Sn § ol 3 e d

AGREEMENT by APPLICANT (smims G0 #T71)

1) By affsing my signature o thumb impression on this Form, | (Agplicant) hereby agree & suthonse Koshika Foundation and s Trustees lo
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AGREEMENT by HOSPITAL (vermes g &)
By affiming hereundar, sgnatite of gur Aulhorsed Signaty for recommanding this case/patsant for financial assistance from Koshika Foundation, we
{Hogpitsl) essby sffim & scoapl followng:
1) thiat we neither are presently nor will in future avall o financial assistance from another NGO or any othet seurce, for the same pathinicase, as we &e
requesting to gol from Koshils Foundation, to (he exient thal such assistance is granted by Koshika Foundation |l the requesied assistance is not granted
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