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1) 1 hareby confirm that &8 detads in this Form are Trug 1o the best of my nowiedge. Any talse statement will render my Application & ongoing assistance, if any,
2] | salemnly confirm that assistance, § recelved fram Roshika Foundation, will be used ondy for the “purpose’; as stated in this Form, for which such assistance
was raquested by me.

3) | haroby confinm tnat | rave mol & will not in future, aval of mmbarsamant, o part o in full, from any othar sourcedemployarinsurance company, of the amoun
for which this asaistance = requested

1) & wiwe wvm o 5 gm s & fed o) ol femr o) areed o sian w o wed §) oft i Teem v s s ow o €A 90 s feem o W vl b
2) % gm o wem ol *wifoe s, 0 o w o 8, v reim wh vk o o & fisd fem wi, o o wee o s o

3) # e won { s fom mrem i w by 9 0 &, T ol W o = v e Tl s dniniedie wed A s o B € o s o o i
AGREEMENT by APPLICANT (swiee g1 =70)

1) By affixing my signature of thumb impression on this Form, | (Applicant) hereby agres & sulborise Koshika Foundation and if's Trusiees in
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AGREEMENT by HOSPITAL (wesms gm wat)
By affixing hereunder, sgnature of our Authonsed Signatery for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital] hereby affirm & accept following:

1) that we neither are prasently nor will in future avall of financiol sssistance from anothar NGO o any other source, for the same pabientcass, ne we ore
requesting (o get irom Koshika Foundation, 1o the eitent that such assistance is granted by Koshika Foundation. If the requesied assstance is not granted
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