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was requesingd by me. '

3) | heretiy canfiren thet | have nol &will nat n future, aval af radmhu?wmum In part o in hitl, from any other sourcalmployanineurancs campany, of the amount
for which this assistance s requestod.

) e e 9 S S e e S e g v v oS o o s 3 W w0 e e .
1) F 7 W wrE uf Wil e, W st ot &, wm v o T o o S o e, & s e o wooma b
3) & e w1 fr s sy ¥ b ¥ o 8, 30w ey e e s i P WP A A B § sl R s o

g AGREEMENT by APPLICANT [wries g0 w110}
1) By affixiig my signature or thumb impression on this Form, | (Applicant) hersby sgree & aulhorise Koshika Foundation and Ii's Trustees o .
ussipublishipuit-upirepteduse my name, addroes, photo & details of the *purpose”, for which such assistancs i requesiedigrantsd, through any
mediurn, inciuding but net limited 1o verbal, print, slectronic, for sulleiting denstlons for Kashika Foundaion andior dissaminating Informatian abeyl iy

Atl|viteslashlevements. Such usa of my pholo & delals can be mado by Koshika Foundation Hefor o affer my treatment or fuifimant of the “purpase”
for which asaistance ls being requasisd

21 tApplioant] further agrao thet any such use of my name, sddiess, phato & details of the “purpose’. for which such sssistance Is requestad/grantad,
wlll ot atilomatically eniitte me for receiving or conlinuing the ssid seslstance, The dechsion Tor granting andlor continuing the assistance will reat solaly
witl Mg Tristees of Kashike Foundativn, and their decision s this regard will be Mindl #nd acceptable o me.

V)R S W W I e, f (opbor) sl s et g s € ud Vet ke she e s " wh i ww e oA
m, s e il S e g s, T ST g ARk W g vl s e 3 B T O vew
ﬁmﬁﬁm‘ﬁﬂﬁqﬂﬁﬁﬂlﬂimmﬁwﬁimﬂ?mmmﬂm#ﬁm'ﬂﬂﬁmm“wwwh

2) % (smiTw) 76 W o f v, e, o SRR R R R R R R et ——

i g TR e By s ol e v

S SIGNATURE OR LEFT THUME IMPRESSION :

T ; 'WI'!
& 1. T
AGREEMENT by HOSPITAL (¥i5ams T HR)

By eilixing hurpurder, signature o dur AUhnised Signalory for recommending this caselpatient for inanvial sssistancs from Koshika Foundation, we
{Hospital) haraby affirm & accent following:

1) that we nelthir are prasently fios will In future svall of inencal astlslance from snother NGO orany ather source, for the s5ma patienticase, as waara
requesting to get from Koshika Foundation, to the sdent hat sueh aseistance is granted by Keshiks Foundation. | the requesied assistance (8 nof grented
by Koehika Foundation. in part ar In full, then the Hospital reserves it's right to make up the shotfall from anather NGO or uny other soures, ‘This
eanfirmation essanllally states that the Hospital will et svail ey duplicaie assiatance for the sume pallenticase from any other NGO or any other source,
2] The assistance from Koshiks Foundation is anly nancial in nature, The chotce af the Ireatment/proceduine atvisadicanductad by the Hegaital on the
patient, is based on the arrangement Betwean the patlent & the Hospitat, and I= in no way influsnead by Keshika Foundation. Hance, the HasgpHal will

Bssume =ole & complote msponabilily of the treatmen) & i outcome & safaty of the patient, and Keehiks Foundation will have no role of respansibliiy
in ine maller

Iﬂni!ﬁqﬂ.mﬂ#ﬁtﬁmﬁr&ﬁ"ﬁfﬂmmﬁ‘m"iﬁﬁﬂﬂmiﬂmzﬂmi.ﬁ&m{mm}ﬁﬂrmﬂ W S R )
|}w#1ﬁmﬁﬁwﬂﬂﬁwﬁﬁﬁnﬂmfﬂﬂhmmﬂmhﬁmwﬂmmﬁﬁmﬂﬁi,ﬁﬁrﬂ#‘ﬁﬁmm"
W sl wm & waw F “sifom wask g we dy fe bR s TET s e s b S T T e
Tt = v wew e fd mmﬁmﬂ#wmﬁmﬁﬂmmhmfaﬂmwmiﬁsmmwmﬁmﬂm
Tl s ) fedt smn A d )

2 “mm"ﬂ#rﬂ!WWMWﬂﬁMnmmﬁﬂtmwmﬂmwwﬁﬁm

@ e w e i e e el e Hﬂfm‘lﬂilwﬁﬁmﬂlﬁﬂﬁmﬁmw W s w W b s e
) ol i i w1 s W et w0

_ """ 'RECOMMENDED FORACCEPTENCE  UI-

. i il % fan g MD, FRCS, MSC (Public Health for Eys Care)
Date of Surgery : - DieCor
Y = Wi _ c\\}? Public Health H Network
7 7 / 0. 249 i 7 (Name, Designation & Stamp of Autharised Signatory
= {Name of Dr, & Regn. No. with Stamp} on behalf of Hospital)
T A A yEmE Y A 2 AN 3 W TS A st
FOR INTERNAL USE of KOSHIKA FOUNDATION it 3w #7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

I TR |

> pone

+ 4




