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2} | nolemnly cenfirm that asséstance, If recelved fram Koshika Foundation, will be used anly for the *purpose”, as stated in this Form, for which such assistance
wills requaiod by ma

3} 1 heraty condirm that | have not & will not | future, avail of reimbursement, in pan of in il from any other sourcelemployerinsurance company, of the amount
for which this assistance s requesisd

1) 8w o f fe o wey @ fed md ond feon S weerh # s v o o ool st Serrs o s sme ow we € 8 98w Bee 9w wsd b
2) w g W werw wfn Cwifee srrstna, 0 @ o of 8, see v ol e ot o W el Ten i, wt v wey o e e

3) ¥ gfe v { P agrw # w v o ol 3, 7 it w s @ e e fesl w oAt s @ v e oot @ o F b
AGREEMENT by APPLICANT (smazw g W)
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By affixing herounder, signalum of our Authorised Signalory lor recammending (his case/palient for financil sssistance from Koshika Foundation, wa

{Hospital) hereby affirm & accapt following:
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confimmation essenfially states that the Hospital will not avail any duplicate assistence for the same patient/case from any otfer NGO or sny othes source.

2} The sssistance from Koshika Foundation ls only financial in natura, The cholce of the tnatment/procedurs advised/sanducted by The Hospltal on the
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