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2} | solemaly confirm thet sssistence, If recsived from Koshike Foundstion, will be used only for the “purpose”, as atated in this Form, for which such sssistance
wat requested by me.

3} | hemaby confinm that | haws ot & will not in fulurs, avail of neimburssment, in par or in full, from any other sourcelemployerinsurance company, of the amount
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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agres & auihoriss Koshika Foundation and Vs Trustees fo
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By alfixing hensunider, slgnature of our Authorsed Signalory for recommending this casa/patient for finencial assistance from Koshika Foundation. we
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1) that we neither am presenlly nor will bn future avall of fnanclal asslsiance Irom analher NGO or any olher source, for the same patienlicase, a1 we am
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confirmation essentially states that the Hospltal will not avall any duplicate sssislance for the same patient/case from any oiher NGO or any other KouTce.
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