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1) | hereby confirm that all details In this Form are True o the best of m

y knowledge. Any false statement will render my Application & ongoing assistance, if any,
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By affixing hereunder, signature ol our Authorised 5i
{Hospital) hereby affirm & accept foliowing:

1) that we nelther are presently nor will in future avail of financlal assistance from ancther NGO or any other source, for the same patlent/.ase, as we are
requesting to gel from Koshlka Foundation, to the extent that such assistance Is granted by Koshlka Foundation. If the requested assistance Is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves i's righl o make up the shortfall from another NGO or any other source. This
confirmation essentlally states that the Hosplital wili not avall any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choics of the trealment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the palient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibility of the trealment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter. ‘

TR g, vl A s ¥ oA W) i e A b T i i oo AR v (v e YR S T e sad §
1 1) @8 fF 3 2 wdw oo o ofem o fafi s e e wem @ Bl aeg o R IR diamE W w A @ 2, 32 5 v e wERm”
? fewin s 3o @ w3 " FIRE W w0 v 3y 6§ ARk i SR g wwe el siRmmawE 8 T a9 few € @ s

hﬁhﬂaﬁtﬂﬁtﬂﬁmﬂtﬁmﬁmmﬁmmmmmmtlmqﬁzﬂmwmﬁﬁmﬁmmmﬁmﬁfmﬂ
W v @ R A e e S

L“ﬁmm"ﬁﬁdmmﬁﬁumaﬁﬁmmmmﬁnﬁmmfwﬂnﬂm&fmmwﬁtﬁﬁm

® @9 W fw ok it wRET g Rl v = e v @ el Teem O @ s gon ol o o 2 Bl Seded 0w v
= gl s e w W it @ faeier w@ e e \ )

RECOMMENDED FOR ACCEPTENCE
NI N

Dzjle of Surgery \«UPUR GUPTA }
v aﬂj”-{ >M{(OPHTHAL) ARAN MASSEY

(Name, De of Authorised Signatory.
oA (g 4o -OMG06822 W

0 f o} 4
F T 3 TR 3 A Dr. Shroffs £ Wﬁé\ﬂ
FOR INTERNAL USE of KOSHIXA FOUNDATION 3=t 3ai 'E:"EL

2 SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

i TR | PR 2
r /%

gnalory for recommending Lhis case/patient for financial assistance from Koshika Foundation, we

30.05.2019




