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1) 1 berotry confirr that all detaiks in Bis Form are True 1o the best of my knowiedge, Any false statement will render my Application & ongoing assistance, [T any,
listite for

rejectionicancstiation.
211 salomndy confirm that assistance, ¥ received from Koshika Foundation, will be used only for the * purpose” as stated in this Form for which such assistance
wie requestsg by me.
anmn-.rw:mhum ret & will not in future, @vail of reimbursemaent, in part or in Tull, from any other source/employerfinsurance company, of the amount
for which thes pssistance is requested.
1) # v wom f T o e @ R v i e 4wt ® aor w o wh b ofc S e on e s s & @ o i 9w e &)
1) % g o wwen oy twifve v, B @ w od ¥ e T wh vt o o & Bl few owim, v f onomm d

1) A gz wom { % fom e i o b ¥ ol £, T ot W s owen feen Sl s o el weel @ 1 o e § ode o o e o odm

AGREEMENT by APPLICANT ( srits g %)

1) By affixing my signalure or thumb impression on this Form, | (Applicant) hersby sgree & authorise Koshika Foundation and Ifs Trustees 1o
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By affixing hereunder, signature of our Authorised Signatory for recommending his casalpatient for financial sssistance from Koshika Foundation, we
{Hospital) herety afirm & accept folliwing:

1) that we naliher are presantly nor will (s future avail of financial assistance from enother NGO or any other source, lor the same palienl/cass, Bs we are
requasting 1o gel from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requatied assisianca s nal granted
by Koshika Foundation, in pan or in full, then fhe Hospital reserves K's right o make up the shortfall from another NGO or any other source. This
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patiant, s based on the arrangemant batwesn the patient & the Hoepital, and ts In na way influenced by Koshika Foundstion. Hence, the Hospital will
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