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1 ) I hereby confirm thal all delails in this Fom are True to the besl of my knowledge. Any false statement will ronder my Application & ongoing assbtance, if any,
liable for reiectio.Vcancellation.

2)l solemnly conlirm that assistance, if received from Koshika Foundation. willbe used only for the'purpose', as stated in thls Form, for which such assislance
was requestd by me.
3) I hereby conirm that I have not & will not in future. avail of reimbursement, in part or in full, from any other source/employer/insurance company, ol f}o a
for whicrr this assistance is requested.

I ) t sisq 6rdr t t6 rs nsc t Ri 'ra 
qS torr'r +{ sn6r0 + rr{qr R-{ Ri Rr& tr qR ai{ furrq qc 6q-{ csrq qrqr qr * ii +t T$Ic'il f{*r +1 q {fift tr

z)ltmdqarzrnffir"ElRr6l$rs$tc",{dsrdt,ssfl3cdqsSskqd$+Rfqqrcrtn,si!srr5clq{ITqItr
l) lSfu6( tf6 tqR cnq-m ig qr vr*+ +1 q{t,c{rtrqt cftr+ ql rrd frRr ffi q-{ dvFr+q6/$qr 6q{ *art kql t qtrrf qEe { {,nt

OECLARATION by APPLICANI: ir*<{'6m dsqr !-r

,.GREEITENT by APPLICANT ( Em m)

qr+{+' s+ E6rcR qr 6r fT{rrl

AGREEMENT by HOSPITAL (Eqflf, ERI 6{R)

\ I
RECOiIMEI{DED FOR ACCEPTENCE

ff + f6q ri<fd' Senicr Manager

OIAlji iES & EYE HO$PI]AL

Vasanthal?!
ilqqT(s)+l)--s

Date of Surgery
qiqi{F 61 arfrs

Dr. M)frfi*{THBA+rsrs.
MS C on sultani-.-0 philr a I m c I o g i sl

f, 19,fr 6 ; ir.[fl ts, (oi *ir, lr,mriri
il cirqr mddhffimr s.&. a.' ii:

la.,il

iii

Bang
(A un

nggfmhur@trues0mroulorrtol fl4ft6 3!dr t(
l(MC lJn-Ol c.A'i

S|Gi{ATURE ofTRUSTEE 2

qr$ 6mtm z

SIC'i{ATL,RE of TRUSEEI
4S raER t

1) By affixing my signature or thumb impression on this Form, I rApplicant) hereby agree & authorise Koshika Foundation and it's Trust€es lo
use/publish/put-up/reproduce my name, address, photo & details of the 'purpose", for which such assistance is requested/granted, through any

medium, including but not limited to verbal, print, electronic, for soliciling donations lor Koshika Foundation and/or disseminating information about il's
activities/achievem€nts. Such use of my photo & details can be made by Koshika Foundation belore or aftsr my treatment or fulfilment of tho 'purpos6"

for rvhich assistance is being requested.
2) I (Applicant) further agree that any such us6 of my name, address. photo & details of the 'purpose'. for which such assistanc€ is requast€d/granted.

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistanc€ will rest sol€ly

with the Trustees of Koshika Foundation, and their decision is this regard will bE final and acceptable to m€.
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By affixing hereunder, signature of ourAuthorised Sagnalory for recommending this case/patienl for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1) lhat we neither are presently nor will in future avail of linancial assistance from anolher NGO or any othea source, for the same pationucase, as we aro
requesting to get from Koshika Foundation, to the extent that such assistance is g.anted by Koshika Foundation. lf lhe requested assistiance is not granted

by Koshik; Foundation, in part or in full, then the Hospital reserv€s it's right to make up the shortfall from another NGO or any other sourco. This
confirmation essentially states that the Hospital will not avail any duplicate assislance for the sam€ patient/casg from any othsr NGO or any othet source.
2)The assistance from Koshika Foundation is only financial in nature. The choicq of the treatrnenvprocedure advised/conducted by the Hospitial on the
patient, is based on the arangement between the patient & the Hospital, and is in no way influenced by Koshika Foundalion. Henca, thg Hospitalwill
assume sole & complote responsibilily of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter.
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