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1} | heveby confirm that all detalls in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,
fiable for rejecton/cancetation.

2::Isdemn#rnmﬁmm:mlaum.dracmmlmmund-tw.ufm.vdllhummhmuwm',-ummmm.hmﬂmmm

was requestad by me.

3) | hereby confirm that | have not & will not in fulure, avall of reimbursement, in part or in full, from any other sourcelemployerfinsurance company, of the amount

for which this assistance i requested.

1) & wrom s o R pn ey 2 fod i wd fe S0 we © s we e s bl s feven o we s o W £ 0 99 e B W ow e b

2) = g 9 wen o e sEEw i el v T s e A i e R e e mowe d womm #

:}1‘lt[ﬁzmtfmﬁwmi'g=umﬂmﬁrﬁt,mmwmwmﬁmfsﬂﬂm:wiiuﬂhidnﬂm#ﬂm

AGREEMENT by APPLICANT | smiew g #a1)
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By afficing hereunder, signature of eur Authorised Signatory for recommanding this case/patient for financial assistance from Koshika Foundation, wa
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1} that we naeither are presently nor will In future avall of financial asSistance from anothes NGO or any other source, for the same patisnl/ocnse, a8 we are
requesting 10 get [rom Keshika Foundation, lo the exlent that such assistance is granted by Koshika Foundation. If the requesied assistance is nol granted
by Koshika Foundation, i part ar in full, then the Hospital resarves it's right to make up the shorttall from another NGO or any other source. This
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assume sole & compiete responsibility of the treatment & it's outcoma & safety of the patient, and Koshika Foundation will have no role or responsibility
in the motter,
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