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DECLARATIoN by APPLICA T: xrlqi5 Em qFpn ci:

1) I hereby confirm that all detarls in thrs Form are True Io lhe best ol my knowledge Any talse slalemenl wrll render my Application & onglong assisl,ance, if any,

Iable lor re]ectiorrcancellal|on

2) I sol€mnly confirm that assistance, il received f.om Koshika Foundation. will b€ used only lor the "purposB'. as stated in this Form, for which such assistan@

was requested bi me.

3) I hereby confirm that I hav6 not & will not in future, avail of raimbursemgnt, in part or in tull, from any other source/employe/insuranca cgmpany. of the amount

for which this assistance is requEst€d.
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AGREEI'ENT bY HOSPITAL (TgdT8 EM 6(R)

By afliring hereunder, signature of our Authorised Signatory for recommending this case/pationt lor linancial assistance from Koshika Folndalion, we

(Hospitat) hereby affrrm & accept following:

i) thal w; neither are presenlly nor wrll in future avail ol financial assistance lrom another NGO or any olh€r source, for the samo petienucass, as wo are

r;questing to get fiom Koshika Foundation, to lhe extent that such assistance is granted by Koshiks Foundation. lflhe requested assistance is not grantsd

bykoshik;Foundation,inpartorrnlull.thentheHospltalreservesrlsnghttomakeuptheshorllall kom another NGO or any other source Fhis

confrmatlon essentially stales that the Hospllal wtlL not avarl any duplcale assislance for lhe same patienvcase tom any other NGO or any other source.

2) The assrstance from Koshrka Foundatron rs only financral rn nature fhe chorce of lhe lreatmenl]procedure advised/conducled by the Hospilal on the

p;lient, is based on the arrangemenl bei/veen lhe patient & lhe Hosprtal, and is in no way rnflLrenced by Koshika Foundation. Hence, the Hospital will

issume sole & complete resp;nsibility of tha treatment & il's outcom€ E safety ol the palront, and Koshika Foundalion wrll have no role gr responsibility

in the matter

rqt qFr{d, rRr(t 61 cft t crcd/ftt 5i "6tF{6r srs€rn" t frfrq s[rtrdr t{ ficslftfl ft1 crdt,fif,q(awdrd)f{qr6t{icr<q*6F6{e

t)qtf6qnlEdqnqtrriqfie{frlrqsucdrlhflir{1or{{rqriqlffiwqelaianr}flnnd{friqrdrtt,+Sfrf,tli'riRmst!-*fl'
{ fiswf$/tnf( Tfid s<s { "61Rrfl sr{*n" m v< fufr qR'EiFrfi sls-*m'Em xlFmr fTfd iflfrrsiTr-f, t{ Irg( r0 f+qr qr tn} e[Fdls

ffi er lh T{6rt {m q FrS rq r*rrn t qrrrm ti 6l 3{frrun grnra ro-m tr vq lfr {se Efi qr t fr sreara Efrq c<q !ffi tnnrqd tgffi
ft {r6rn dlqt qI f6{l qq slt.I? d 1fr ifl.d,frr

z.'qifrmr vrs*rn" t d d wrrdl *q-a frfdq r{ft fr1 tr t'ri v rryara m { Ti ran qr fri Ti rr<wfro et $n tfl qi rq a
*d-s6lRwtst{"qtfrrqrsrr*yR"ERrmr-6R6rEi{<{crdfivsfirirFa{tfi*rdrcg{$qt{l8ricrt+1ErnfrC<r0ttffqqrmn
61 d't dR'dfirfl' sl +{ {tu6r q' ffi va i rfi rifrr

RECOMMEI.IDED FOR ACCEPTENCE

ffi + fnq ri<f{

Mr. LakshmiPathi N

ffanagar otjtaeh
(NartlQq.gtutif SlSEe$dlodsd Signatorv

iA unit ot ShcdldBfllGt*bfnrst)
d 16r . ThirrrtmrEfiffi *frry]*FG.,,] irea

p)i,{h
fof

h B N
ll llaCons n Medic€i ndrrhSuporintt

mCo e c &ataracl R6fracllva
sn @rfa. &{€er.

A U4*lu

Dat6 ol Surgery

iiiqhn 6i irftE

qrnfifi 3!dr i(SE of KOSHIKA F0UNDATION

SIGNATURE ofTRUSTEE 2
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1) By affixing my signalure or thumb impression on this Form. i (Applicsnt) hereby agree & autho.is€ Koshika Foundation and it s Trustoes to

use/publish/pul-up/reproduce my name, address. photo & details ol lho'purpose', lor rvhich such assistance is requested/granled, through any

medium, including but not limited lo verbal, print, electronic, lor soliciting donations for Koshika Foundation and/or diss€minating inlormatlon about its

activlties/achievements. Such use of my pholo & details can b€ made by Koshika Foundation bolore or aftor my treatment or fullilmgnt ol the "purpose'

lor which assislance rs being requesled

2) I (Appticanl) lurther agree that any such use ol my name, address. photo & delails ot the "purposs". Ior which such assistance is rsquesled/grarjted,

will nol automattcally enlille me for recoiving or cgntinuing lhe said assrslance. The decision tor gfanlrng and/or continuing lhe assistancg will r€sl solely

wrlh the Truslees of Koshtka Foundalron. and lh€lr decrslon is thls regard will be final and acceplabla lo me
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