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1) 1 heraby confirm that &l detalls in this Form are True b the besl of my knewledge. Any faise statement will tender my Application & ongoing 2esistance, if any,
liabie for rejection’cancailatian

2) | solemnly confirm thit assistance, If recabved from Koshika Foundation, will ba used anly fof the "purposa”, as stated in this Form, for which such assistance
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) | haraty conlirm that | have not & will not in futuoe, avail of rembursement, in pan or it full, from any alher seurcelemployerinsurance company, of the amount

for which this assistanon s requesied

1) & e wer o S oye v 8 el v wnd Saen oft amet !mm.mwwﬁhnﬁﬁfmﬂ!mwmwmi?ﬁﬂﬂmmﬁmwﬁh

3y 4t g & s o SsiE wwee, 2 H W TR R, T Ay ot pten Wi W Bt e o, s oww o | s o

3) # i s 4 P weren g ww k@) of 3 3m nf w7 e wow fre T s whFash e welt & 5 A feon @ el 3 o s A ofmy
AGREEMENT by APPLICANT (w/es ¥ Wit

1) By atfixing my slgralure or thumb impresslen on lhis Form, | [Applicant) hareby sgres & muthnriza Koshika Foundation and it's Trusiess 1o
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By affuing heraunder, signajure of our Authonsed Swgnitory for recommending his case/patient for financlal assistance fram Koshika Foundation, we
[Hospital) hereby affirm & sccept following:
1) that we reither are presantly nor will In fuluse ayvall of financial assislance fram another NGO or 2ny olher source, for the same patienl/case, ss we are
requesting fo get from Koestika Fodndation. to the extent that such ekistance i§ granted by Koshika Foundafion. If the requested assistance is nol granted
by Kestika Fourdation, in part or In full, then the Hospital reserves I1's right to make up the gharifall fram another NGO or any other soufca. This
confirmation essentially siates that the Hospital will not avell any duplicals assistance for the same patienticese from any othar NGO or any oiher source.
2} The assistance from Koshika Foundstion is enly financial in natura. The choice of the Lreatmentprocedure advizadiconducied by the Hospital on the
pafient, is based on 1hs amngement betweon the patient & the Hospital, and is in no way influenced by Koshike Foundation. Hence, the Hospital will
assume soio & complete responsibility of the treatment & it's outcome & safety of the patlant, and [Koshika Foundation will have no robe or responsibifity
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