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2) | sofemnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose”, as stated In this Form, for which such

was requested by me.

3) 1 hereby confiem that | have not & will not in Ature, avai of reimbursament, in part or in full, from any other sourca'amployarinsurance company, of the

for which this assistance I3 requestod
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1) By affing my signature or thumb impeession on this Form, | (Applicant) hereby agroe & authorise Koshika Foundation and it's Trustees 1o
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AGREEMENT By HOSPITAL (w50 W)

By affodng hereunder, signature of our Authorsed Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & acoapt following:

1) that we noliher oro presently nor will in future avall of financial assistance from snother NGO or any other source, for the same patient/case, as we are
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