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1) I hereby confirm lhat all details in this Form are True lo lhe best of my knowledge. Any hls€ stalement will render my Application & ongoing assistance, il any,

liable for rsiectildcancellaton
a i-.iiif"rv ii-"nir 

-ttrai 
issistance, il received lrom Koshika Foundation, willbe used only for thg'purpose', as stated in this Form lor rvhich sudr assisianco

was requested bY me.

3) I hergby conhrm that I have not & wlll not in future, avail of roimbursement, in part or in full, from any othor source/omployer/insuranc€'company' of the amount

sthwhich assistancelsfor requested
nl41 trrrfff{(RrvrdlIFN d RETdIt3T{Inr6IFIi{{orTrdI trsd qscGdqrT6Tt(6 +t qcf{qorclrsq ir{qn6( tdiinun l€d {!T6! rrqlqq tntu 5qdBSscqh skqTfr Tttfltd lfd{srr3Yn'41ftr61ti {EFIA {ftIn2 EM qfrq {t f6qrd t 66qn {,nrtdfT+qdr{qlqrzlfrRrTllrfl ffiqfrr6'r5l61 g{I {ftixr+{t riqf,fqqi6 ETFTiI]{ iEtytu

EK 6,fi)

APPTICA}ITS SIG'IAIURE OR LEFT THUXB IIIiPRESSION

qriq6 * f,Fr6( qt *@ ct f<m

AGREEMET{T by HOSPTTAL (E€KIT€.RI 6{R)

RECOiIMEI{OED IOR ACCEPTENCE

* R{q ftfd
Manqcr Ojtoadl

lnslitulo for Oiab€lGa & EYc Cef.

,..drffi[#'ffiffi$ffi
Irr s Y< Esnlrd qfre" sffi

SionatorY
A6aUBBS,MS,FPRS.FICO

Dr

FfliPlctivcCqlntdnB
3r€!6li,lG1

Date ol Surgery
qichH 6i iltE

FOR INTERilAL USE ol KoSHlrtA FoUNoAnoil qRft6 rcql" i(
SIGiIATURE of TRUSIEE 2

qs1 6RrR Z
SIGI{AIURE ofTRUSTEE I

qd r:mm t

for which assistance ls b€ing .equested

2) l (Applicant) fudhel agree that any such uge of my name. addrEsg, photo & detsib ol tho .puooEe', lor whlch such assistanc€ i8 requested/gGnt€d,

will not automatically enti e me ror receivint or conrinulng the saia a""istance. The decision lor granting and,/or continuing thg asglstiance will r6st solely

with the Trusteos of Koshika Fo'rndation. a;d th€ir docision is lhis rggard will b€ final and acepiable to m6'

r) w yq-: w rccl f,cIIfi qr # +1 sq sqrer, I (!criG) qc-n r[qfi nl ifc 6{il tc{'trtfiIfi srd'm qk E{+:clfrql 'r[i qB{i 6'GI tfr to irc'

rar, qtd qt ql k{rq rs rc7 { dfrd l, E{ "61ftrfl' q{t arS, {r, qqrucl $t z(kq t Sd ''f(fsftcl 
qk 

'ctlfqql 
+ ffi tFS S rsR qlEiq

i y{ftr 6d t frc qFtrn tt vqr cr fuiq it vtrc * vd cI Tq i rrd * nrq'*ift6l $rdTr" q q* qftEtr tt

2) I (!qri<6) rs m t {rm tft ftr rq, ! , st, dk Bc{!l qi fr rE4ir * B(lnql t !'trit t Xi En: slFft[ rEI f,trr{ 1d rnisr w ndq {

1) By afllxing mY sign ature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Truslees to
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