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1) I hereby confirm UlaI all details in this Form are True to the best of my knowledge. Any lalse stalement wlll render my Application & ongoing assislance, if any,
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a isofrrrnfy ioi.,nh ffraia.ii.t"nce. it r.oir.a trom Koshika Foundation, will be us€d only for $e 'pur?o6e'. aE staied in 0lis Form. tut whidr such assistance

mebyrequested theof amountncensula @mpanyrce/emfrom sorJotherrn or ployer/iINof full, anyLNnot avat partnot &
is uestedreq

qI trt{€ 61ttd s6rrdlqrql *.r{TdIi{s{q ifi'rrl!R*qrfit lrdl {d 6ti wtrsS,ri +a cctc-{prc9rFr kq lr{qniFtiI i6sls"r{ t { Tqlq{Id !T5Itr+ f6cr vqTd 61ql+ t BYqi't3Fn sh.qi$rg-*{ri" d lfdnRI 6ifrr6lit TIEFFIIs]EM2 {ii qt{ frt6qn fdql t qlRitrtI ffiqRffi16l ql frrtlT{It {frrvr+{rqEiFldt fEqt6 qrrqinI tE5tu
!t{ 6trI)(by

f{m6I
APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

qri<c +

AGREEUENT bY HOSPTTAL (EgdTd EI( 6tr{)

(A urit ol shraddha Eye Care Trus,)
t 18,lll, Th&rrnabh Road, Mihr T..lk B€d Area

(l{amc, Dosignation & Stamp ol Authori3od Signatory
on behatl of HosPltal)

rFr s cE EFflA qfu{i qffi
,tt. L

(iuSEit
\

. a,,r!. \. .,'af

Manager otjtroachRECO flET{OED FORACCEPIEiICE

ff + f{q t<fd
Date ol Surgcry

sct{r +i ilfrq

lExililriloc!{f(osHlKA FouiloAnoil qrit6 wqh k
SIGilATURE ol TRUSIEE 2

AR1 ERIS{ Z

SIGi{ATURE ol TRUSTEE 1

<rS rmw t

l) By affixing mY sign ature or thumb impression on this Form, I (Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to

uso/publish/puLuP/reProduce mY name. addross, photo & details of the'purpose', for which such assistance is requ€sted/granted' through any

medium, including but not limiled to verbal, print. electronic, for sollcltng donations lol Kosh ika Foundation and/or dissemhating information sbout it's

activities/achievements. Such use ol my photo & details can be made by Koshika Foundation beforg or alter my treatment or fulfilment ofthe'purpose'
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for which assistance is bsing requested.

2) I (Applicant) further agree that any such use of my name, addresg, photo & detalls ol th€ 'purpose', lor whlch such assistance is requested/grant€d'

will not automaticalty entitte me ror receiving or continuing the said assistance. The decision tor granting 8nd/or continuing the sssistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me'
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient lor financial asshtance from Koshika Foundation' we

(Hospital) hereby affrm & acc€pl following:
at w€ neilher are presently nor will in future avail ol linancial assistance ftom another NGO or any othgr source, lor the same patienucase, as we are

1) th
requesting to get from Koshika Foundation. to the extent that such assistance is granted by Koshika Foundat ion. lfthe requ€sted assistance is not granted

by Koshika Found ation, in part or in full, then the Hospital reserves it's right to make up the shortfalllrom another NGO or any other sourco. Thls

confirmation essontiallY states that the HosPitat will not avail any duplicate assistance Ior lhe samo patienucase from any other NGO or any other source

2) The assistance from Koshika Foundation is only flnancial in nature The choice of the treatmenuprocedure advised/conducted by the Hospital on the

patient, is based on the arrangemont betwoen thg patient & the Hospital, and is in no way influoncsd by Ko8hika Foundation. Henco, the Hospital will

assum€ sole & complete rcspons ibility of the trEatment & it's outcome & safety ot th€ patient, and Koshiks Foundation will have no role or rssponsibility

in the matter
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