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1} | horety confirm that all detalls n this Form are True to the best of my knowledgs, Any false statemient will render my Agplicstion & ongoing assistance. if any,
llibter foe rejection/cancediation.

zlim’mmmm.immWme.ﬂhwwrth'.wﬂahdnIMFm.lwmhhman
was requesisg by me.

3) | hereby confirm that | haree not & will notin fulute, avall of reimbursement, in part or in Tull, from any other sourcelemployerfinsumnce company, of he smount
far which this assisiance |s reguosied.

1) & s o f T we @ Rl m o Fowrn 6w ® sepn v it B ufe sl fawon e we s o o # o A s e o w s
3} % g 2w ofe wETR wTeE”, B & T O §, Tee v Tl hen 6 ol © B fem owm, e wmowEn o
3} 4 gfer wo f % e sen £ or o o of # oo ow ol o wen fren el s o St alt @ o S # ol 3 ol F o

AGREEMENT by APPLICANT (swiws @n o0

1) By affizing my signature or ihumb impression on Ikis Form, | (Applicant) harety sgroo & authorise Koshika Foundstion and s Trustees io
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8y afixing hereunder, signature of our Authorised Signalory for recommending this case/patient for financial assistance lrom Koshika Foundation, we
(Hospital) hereby affrm & accept following:
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