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3) | heraby confirm that | have not & will not in future, avail of reimbursement, in partor in full, from any other source/employerinsurance company, of the amount
for which this assistance Is requested.

1}ﬂ‘1ﬂhﬂ1m{ﬁﬁiﬂm#ﬁﬂﬂﬁmiﬂmimmqﬂﬂilﬂ&ﬂﬁmtﬁmmwwiﬂ#ﬂmﬁwwﬁwmtn

2) ﬁimﬁmm“tﬁmm',ﬂﬂtmmt.mmmmﬁﬂﬂmmm.ﬂmmﬂWWil

1) #ﬁmihmwhwuﬂﬂﬂi;mmﬂmwmmmmﬁuﬁﬁmm#ﬂimtm:ﬂﬂﬁwh{m
_AGREEMENT by APPLICANT (s=s gm 1%

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agres & authorise Koshika Foundation and it's Truslees o
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By affizing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshiks Foundation, we
{Hospital) hereby affirm & accept following:

1) that we nelther are presently nor will in future avall of financlal assistance from another NGO or any other source, for the same patient/case, &8s we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation, If the requested assistance s not granted
by Koshika Foundation, in part or in full, then the Hospltal reserves it's right fo make up the shortfall from another NGO or any other source. This
confirmation essentially statas that the Hospital will not avall any duplicate assistance for the same patisnticase from any other NGO or any olher source.
2) The assistance from Koshika Foundation is only financial in nature, The choice of the treatment/procedure advisedfconducted by the Hospital on the
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assume sole & complete responsibliity of the treatment & it's outoome & safaty of the patient, and Koshlks Foundation will have no role or responsibility
in the matter,
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