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1) | hareby confirm Ifat ail detads in this Form ars True to the bebt of my knowladge. Any false statament will render my Applitstion & ongoing assistance. if any,
listle for rejecton'canceliation.

2) | salemnly confirm that assistance, if recedved from Koshiks Foundation, will be usad only for tha "purpots”, a5 stated n this Farm, for which soch gssistance
was requasted by me

3) I mereby confirm that | have not & will not i future, avad of reimbursament, in gad of in I, from any other sourcefemployedinsurance company, af the amount
far which this sesistance Iy requesisd

1) & e wn f 0 g w9 fed o wd fe S e R SR w8 sl e fome o s s e R d T P e

oW o e e s A A e W Ew s s s s A m o #

1) R g W f & S e @ O i W R, oo o s m o e fen s we e weel 8 4 & ok sl of i o dm
AGREEMENT by APPLICANT | ses gm =)

1) By affixing my signature o thumb impressian on this Form, | (Applicant) hareby agree & aulhorise Koshika Feundation and iU's Trusiees to
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AGREEMENT by HOSPITAL {¥8mme 50 =11)
By affixing hereunder, signature of sur Authigrised Signatory for recommending this casefpatient for financial assistance trom Koshiks Foundation, we
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1) thot we neithe:are presently nor will in fulure avail of finencial assistancy from another NGO o any other source, Tor this same patient'cose, as we ore
requesting io get from Koshika Foundation, to the extent that such assistance ' granted by Koshika Foundation, If ine requested assistance is nol granisd
by Koshika Foundation, in part or in full, then ine Hospital reserves it's fght io maka up tha shortfafl from another NGO or any other source. This
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in the matter,
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