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2) | solemnly confirm that assistance, ¥ recelved from Koshika Foundaion, will be usad only for the “purpose”, as stated in this Form, for which such
was requested by me.

3) | haraby confem that | have not & wit not in future, avall of reimbarsement, i pan or in i, from any other sourcelemployuriasuEance company, of the
for which this assistance ks requestod

1) ¥ vy wor T g wwer @ Bl vl wed fowee 98 werd ¥ s we wd W b olt Wi fe e wwe o s § o S0 esn Pow W @ el
2) $t g % woen o “sfrw v dd e Wl e v El e A @ie s el dwmem T wa b

3) ¥ g wim ¢ fs fom woow # v andn o of £, 79 o W afow w v o e s e el @ 5 @ o foab 3 @ e A o
AGREEMENT by APPLICANT (3040% ©0 %00

1) By affodng my signabure of thumb impression on this Form, | (Appicant) heraby agroe & authorise Koshika Foundation and it's Trusiees to
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for which assistance 1 being requesiad.
2)!W)Ww“wwmdmm.m.M&MdNW'.MMMM"W.
will not automatically entile me for recelving or coatinuing the said assistance. The decision for granting andior continuing the assistance will rest solely
with the Trustoos of Koshika Foundation, and their decision is this regard will be Sinal and accoptable 10 me. .
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshka Foundation, we
(Hospieal) heveby affirn & accept following:
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roquestng to got from Koshika Foundation, (0 the exent thal such assistance is granted by Koshika Foundation. If the requesied assistance & nol ranied
by Koshika Foundasion, in part or in ull, then the Hospital reserves it's right to make up the shortfsl from another NGO or any other scurce. This
confirmation essentially states that the Hospital will not avall any duplicale assistance for the same patienticase from amry other NGO of any other source
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