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1) I hereby confirm thal all delails in his Form are True to the b€st ot my knowiedge. Any false statement will render my Application & ongoing assistanc€, it any,
liable for rejectionicancellation.

2) I solemnly ;lnfrm that assistance, if rec€iv€d trom Koshika Foundation, will be us€d only fo. the "purpose', as stated in this Form. for whlch such assistance

was requested by me.
3) I hereby confinn that I have nol & will not in future, availof reimbursement, in part or in full, hom any other source/employer/insurance company, ol the amoun

for which this assistance is requested.

r ) i slcun 6( { fr !s 116r i Ed ,ri {S fr<rvr +t qn6r0 + sEqR T{ qi qfl tr ct 6ti frqot qc rq? q[f, $<t qrfl t d +t wrlttl f<ra +1 61ff *r

2) tlrmd s6rrn {fu "oiRrfi srr*fi', { d qr {A t,3161 vcq}q ss s(Yq 61 $ + fu ftqr qd'n, d 1r rTFc { c{ 
'Tql lr

3) { ytu ir(dr tf6 fq( wrrn tg w vrf* +1 'rf t, rq {frr m {ftr"n cr (6'd fuRr ffi q.{ rk/Fr+{6dq q,q-{ { I ri ftai qt{rt qBq il ([l
,.GREEMENTbyAPPLICANT ( Bm 6fi)

APPLICANT'S SIGNATIJRE OR LEFT THUMB IMPRESSION

sram +

AGREE ENT by HOSPITAL (Ee-dld ETq 6{R)

iqenicr
RECOMMENDED FOR ACCEPTENCE

+ f€q {<fd
,,I' -.1TH BANGAI ?:!r, i EYE llt

,A t'flame, Designatiol 0 $hFp ofAulho]iseq Fignatory
'" :."" on behall ol Hospltal) - t l

Vil S.. r. i.. dd r jE.Esrffi qft6l. S6rfl

MS Consultanl 0phlha!mologist

:^. : I lrlflh; ;i'E^,lf,hHni" *ffi
(A unrt';.4€{'# it{l#Ekffi ?,ffiei

tal

s)+Ds

oate ol Surgery

dctn oi arts

KA FouilDAnoil qrnfro ildq t(
0K

SIGNATURE of TRUSTEE I
arni rsnn r

/

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby atf;rm & accepl following
i; tnit we neither are presently nor will in future avail of llnancial assistance from another NGO or any other sou.c€. for th6 sams patienucase, as we are

r;questing to get from Koshiki Foundation, to the extent that such assistance is granted by Koshika Foundation. lllhe requested assistance is not granted

by Koshik-a Fo--undation. in part or in full. then the Hospital reserves it's right to make up the shortfall from anothor NGO or any other sourc€. This

;nfirmation essentially st;tes that the Hospital will not avail any duplicate assistancE for the samo palenucasg from any othor NGO or any oth8r source

2)The assistance from Koshika Foundation is only financial in nature. The choica ot the treattnenuprocadure advised/conducted by the Hospital on the
p;tient, is based on th6 arrangement between the patient & the Hospital, and is in no way inf,uenced by Koshika Foundalion. Hgnce, the Hospital will

assume sole & complote rssp;nsibility of the trealment & it's ol]tcome & safety of the pati€nt, and Koshika Foundation will have no rol€ or responsibility

in the matter.
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1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundatjon and it's Trustees to

use/publish/pulup/reproduce my name, address, photo & details of the 'purpose', for which such assistance is requested/granted, through any

medium, includlng but not timited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminaling intormation about it's

activitiedachievements. Such use of my photo & details can be made by Koshika Foundation before or alter my treatment or fulfilment ol the 'purpos€'

for which assistance is being requested.
2) I (Applicant) fudher agrse that any such use of my name, address, photo & details of the "pu.poss', for which such assistance is requost€d/granted,

wi not automatically enti e me fo. receiving or continuing the said assistance. The decision for granling and/or continuing the assistance will rest solgly

with the Trustees of Koshika Foundalion, and their docision is this regard wiil be final and acceptabls to m9.
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