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2) | sclemnly confirm that assistance, f received from Kostika Foundasion, will be used only for the “purpose”, as stated In this Foem, for which sich assistance

was requesied by me.

3) | hereby confiern that | have not & will not in future, avad of rembursement, in paet o¢ in full, from any other source/smployerinsurance company, of the amown|
for which this assistance i requestod.
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AGREEMENT by HOSPITAL (yesmm pu wut)

By sffiaing horeundes, signature of cur Authorised Signatory for recommending this casa/patient for inancial ssistance from Koshika Foundation, we
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1) that we neither are presently nor will In fture avall of financial assistance from another NGO of any other source, for the same patenticase, as we are
requesting 1o get from Koshika Foundation, 10 the extent that such assistance Is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundalion, in part of in full, then the Hosptal reserves if's right 10 make up e shoretfall from ancther NGO or any other source. This
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patient. is based on the arrangement between the patient & the Hospital, and is in no way infiuenced by Koshika Foundation. Hence, the Hospital will
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