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11 | hereby confirm that all details in this Form are True 1o the best of my knowledge. Any false statement will render m Application & ongoing assistance, if any,
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2) | solemnly canfirm that assistance. if received from Koshika Foundation, will be used enly for the “purpese”, ae stated in this Form, for which such assistance
was requasied by me.

3} | hereby confirm that | have not & will not in future, avail of reimbursement, in part or in full, from any other sourcelemployerinsurance company, of the amount
for which this assistance [s requested
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1) By affixing my signalure or thumb Impression on this Form, | (Applicant) hereby agree & autherise Koshika Foundation and It's Trestees to
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with the Trustees of Koshika Foundatlon, and their decision is this regard will be final and acceptable to me
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AGREEMENT by HOSPITAL (werma gm wat)
By affizing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hareby affirm & accepl following:
1] that we neither are presantly nor will in future avall of financlal assistance from another NGO or any othar sourca, for the same patientcass, as we ars
requesting lo get from Koshika Foundation, to the extent that such assistance s granted by Koshika Foundation, If the requested assistance is nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves if's right to make up the shortfall from another NGO or any other sourca, This
confirmation essentially states that the Hospital will nol avail any duplicate assistance for the same patient/case from any other NGO or any other source,
2) The assistance from Koshika Foundation is only financial in nature. The chaice of the treatmentprocedure sdvisediconducted by the Hospital on the
patlent, is based on the arrangament between the patien] & the Hospital, and is in no way Influenced by Koshilka Foundation. Henca, the Hospital will
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In the matter
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