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2) | sobeennly confirm that assistance, If received from Koshikn Foundasion, will be used ondy for the “purpose’, as stated in this Form, for which
Was roquested by me

3) I hereby coafirmn that | have not & will not in future, avall of rembursement, in pant or in full, from any other sourcalomployerinsurance company, of Be
for which $us assistance is roguested

1) X dwy won { B o owen 2 fod ol e Teew S weed € wso ae ol W B w W feere o wan e ww o R 40 soen B @ @
2) dtpn % www d s TR At e L ey S st W e It n iy A wm T wmowm b
3) A g wmm { w fam wous g wr oy o of ¥ 3w ofn W wfow @ e R el ses oo el @ 3 o fow € ode 3 @ ofes 3 o

AGREEMENT by APPLICANT (sphes DU wo1)

1) By a%fuing my signature of Sumb impression on tha Form, | (Applicant) hersby agree & authorise Koshika Foundation and it's Trusiees o
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By affixing hereundar, signature of our Authorsed Signatory for recommending this casa/patient for inancial assistance from Xoshika Foundation, we
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1) that we neither are presently nof will in future avall of Snanciel sssistance from anothee NGO or any other source, for the same pationt/case. as we are
requesting 10 get from Koshika Foundason, to the extent that such assistance is granted by Keshika Foundation. If e roguested assistance is not granted
by Koshika Foundation, in part o in full, then the Hospital reserves it's right 10 make up the shortfall from another NGO or any other source. This
confirmation essentialy states that the Hospital will not avall any duplicate assistance for the same patienticase from any other NGO or any other source.
2) The assistance from Koshvka Foundadon is only fnancal in nature. The choice of the treatment/procedure advisediconducted by the Hospital on the
patient, is bosod on the arangement batwesn the palent & the Hoapitad, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume soie & compisio responsbiity of the treaimant & iT's outcome & salety of the patient, and Koshika Foundation will have no role or resporsibiity
in the matter,
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