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1) | herety confirm that all detais in this Form anm True (o the best of my knowledge. Ay laise siatemant will render my Application & ongoing assistance, il any,
labslet for rajectionicancellalion.

2] Isolemnly confirm thot assistance. if received from Koshika Foundation, will be used only for the “purposa”. a6 stated in this Form, for which such assistance

wias requested by me.

3) | harady confirm that | kave not & will nol m future, Evail of resmbursemant, i pan or in full, from any offer sourcslemployerinsurance company, of the amoun

foi which thin esalitance i rmguesing

i smiEwmwdif A s sl s g b RS S s wmtd e m S e b
1) W GE W S e weem T, o o f, v awe e e ol w B fem e, 9 5o F v omm b
3) A ofe wam  fin fm wpem #y wr ondw ot uf §, T ofn W atfes o S Sl s wte vl w6 3 o e ol 7 @ ufes F
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1} By affiing my signature or thumb impression on this Form, | (Appicant) hereby agres & authorise Koshika Foundation and t's Trustees o
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AGREEMENT by HOSPITAL (i gv %01)

By affining hereunder, Signalure of our Auvthonsed Signatory for recommending this case/patient for financsl assistance from Koshika Foundaton, we
{Hospital) hereby afirm & scoept following:
1) thal wea neither are presantly nor will in lulure avail of fnancil assistance from anothor NGO or any olher source, for the same pationicase, ag we are
requesting i got from Koshika Foundalion, io the extent thal such assistance is granted by Kothika Foundation. |f the requestad assistance |8 nol granied
by Koshia Foundailon; in pari or (n full, then the Hospital mserves i right to make up e shortfall from another NGO or any other source. This
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