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DECLARATION by APPLIGANT: S 370 i ou;

1) | nereby confirm that all details in this Form are True 1o the best of my knowledge. Any false statement will render my Application & o
fable for rejeciionicanceliation,

2} | solemnly confirm that assistance, if recelved from Koshika Foundation, will be used only for the “purpose’, as stated in this Form, for which
was requested by me,

3} | hersby canfirm that | have not & will not in future, avail of reimbursement, in part or in full, from any other rourcefemployerinsurance company,
for which this asslstance is requested
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AGREEMENT by APPLICANT (sm 0 %)

1) By affiing my sigriature of thumb impression on this Farm, | (Applicant] heraby agree & authorise Koshika Foundation and il's Trusiees o
usaipublish/put-upireproduce my name, address, photo & details of the “purpose”, for which such assislance is requestedigranted, through any
miadium, including but not limited 1o verbal, print, slectronic, for soliciting donations for Koshika Foundation andfor disseminaling information about if's
activiiesigchlavemonts. Such use of my pholo & detalls can be made by Koshika Foundation before or after my trestment of fulliimant of the "purpose’
for which assistance is baing reguestad

2 | tApplicant) furthar agres that any such usa of my name, address, photo & datails of the *purposa”, for which such assistance is requestadigranted,
will nal automatically entille me for recalving or conlinuing the sald assistance. The decision for granting andior continuing the assistance will rest solely
wilh 1he Trustees of Koshika Foundation, and their decision |s this regerd will be final and acceptable lo me.
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AGREEMENT by HOSPITAL [ wroumt 5 Wil

By affixing hereunder, signature of our Authorised Signatory for recommending this cass/palient for financlal assislance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:

| 1] that we naither are presently nor will in future avsil of financlal asaistance from another NGO or any olher source, for the same patient/case, a5 we are
requesting 1o.get from Koshika Foundation, to the exten| that such assistance ls granted by Koehlka Foundation. If 1he requosted assistanca is nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves.it's right 1o make up the shortfall from another NGO or any other source, This
confirmation essentially states that tha Hospital will not svall any duplicate assistance for the same patlent/case from any othver NGO or any olher source,
2) The assistance from Koshika Foundation is only financial in nature. The choice of the iresimentiprocedure advised/conducted by the Hospital on the
patlent, is based on the arrangemant between the patient & the Hospital, and i= in no way influsnced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no rale or responsibility
in the matier.

ok, s, wEel W s A AR ) i s A frf e oy i s b e () B v @ e T e w6

1) T 5 9w ol 9 whe o fafi T T i woe we o fidt s wi @ T i F S om o  § 4 oo el weEe”
# frrfoyfein T8 & w4 Wi wEETT oo A iy 15 b o Cwe et g e feln sisewe T e T fen b s
Sirll s westd wen s weE W TR W3 e e e b oye e e ww a # fe smm ff e e aieeE i
r wrwrdt wiem m fEe opn wneE o B

2, ‘s wrEeE” A o of s Fae Pl s oo booh o weme g o d e m Pl oo aeanyfien W w9 e -

# W frm & st Cwifre wTERvE” o fadt wen o & paieny weee F Wi R v o s o ae S wd

=t vrit sl “wtmT 9w wiE W S v e § Q’"ﬁ:
RECOMMENDED FOR ACCEPTENCE t( Adminict ) &
|| et # ferw s al) Strator ) &
Date of Surgery
ate o Srger p‘w “SACHIN SHARMA &\ /2
S, DNB, Fico Ophthalmalogy| (Name, Designation &
OI]‘HIQ_' (Name of Dr. & Regn. No Wifl $fingl0 19% .~ ' of Hospital)
TR W A 3 S R A T 3 W Fe S e
FOR INTERNAL USE of KOSHIKA FOUNDATION  &iiff 2w &7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
I TR | A TR 2

o I AE

01.07.2021



