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1} | hirbyy confinm thal sl detalls in this Form are Trus to the test of my knowbadge. Any false statament will rander my Application & ongoing essistance, if any,
liable for rejectionfcancelation

2} | solemnly confirm that assistande, (f mceived from Koshika Faundation, will be used anly for the “nurposa’, @8 siated in this Form, for which such assistance
was requestad by ma

) | heirebry oondiom Uit | nave rol & bl notin fire. avad of reimbursemenl, i o or in ull, fremany other sourceiemployerinsurance company, of the amaunt
for which this gssistance i negsestng

by & v R R e S e s e bt s fra 1 e s o o g e e 6w ow |

3} At EE W W T s wEReET, WA v, e e I e W g w e e i, = o o d oo b

3 ﬁqﬁamv{‘r‘rﬁnmtqln:wmEFMH_?nrrﬁ_-.%1ammmﬁmﬁm:ﬂmﬁmmmm#qmmishwirﬂﬂimr
AGREEMENT by APPLICANT [ s gm =71

1) By afflxing my signailre or thumb impression en thie Foem, | (Applicant) hereby agres & authorlse Koshika Fodndation and it's Trustees 10
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By aflming hereunder, sinature of our Authorised Signalary for recommanding this cage/patient for financisl assistance from Koshike Foundation, we
(Hosplial) heraby affiem & accept following:

1) that wa neither ae prasently nor will in fuluee avali of financal assistance from amather NGO or any cther source, for the same patienl/cese, B3 wa are
requesting 1o got from Koshika Foundatian, 1o the exient Ihat such assistance is granted by Koshika Foundalion. i the requested assistance is nol grantad
by Koshika Foundation, in part of in full, then the Hospital reserves IUs right to maka up the shorifall from mnother NGO or any olher source, This
confirmalion essentally slstes thal the Hospital will not ayail any duplicate assistance for the same palkant'case rom any other NGO or sny other source.
2) The assistance from Koshika Foundation is only finencial in nalure. The choice of the trestmeant/procedure advisediconducied by the: Hospital on the
patient, is based on the arrengament betwean the patiant & the Hospltal, and ks in no way influenced by Koshiks Feundation, Hence, the Hoepital wil
assume sole & complete respansibiity of the treatment & s outcome & safety of the patient. and Koshika Foundation will have no rale or responsibility
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