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DECLARATIOI byAPPLICANT: fin(€ Bm slqql !-r:

1) I hereby conllrm lhal a,l delalls rn thrs Form are True to lhe besl ol my knowledge. Any lalse statemenl wrll render myApplrcatron E ongong assastance, if any,
liable for rejecton/cancellatron.

2) I solemnly confirn thal assistance. it received from Koshika Foundation. will be used only for the "purpose". as stalod in thls Form. for which such assistance

was requested by me.

3) I hereby confirm that I have not & rvill not in future, avail ol reimbursement, in pad or in tull, lrgm any oth€r source/employor/insurance company, of lhe amount

for which his assistanc€ is r€quested.
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AGRE€MENT by APPLICANT ( s{r+(6 Em 6(I()

.l) 8y atfixing my signature or thumb impression on thas Form, I {Applicanl) hereby agree E authorise Koshika Foundation and it s Trustees to

use/publish/put-up/reproduce my name, address. photo & details ot thg'purpose". lor which such assistancq is rsquested/granted, thrgugh any

medium. including but not timitod to verbal. print, electronic. for soliciting donations lor Koshika Foundatign andlor disseminallng inlormatlon about it's

activities/achievements. Such use of my pholo & details can be mad€ by Koshika Foundation belore or after my trealment or fulfilmsnt of the 'purpose'

tor which assistance is berng requested

2) I (Applicant) Iurther agree that any such use oi my name. address. photo & details ol lhe'purpose . for which such assistanc€ as requested/granled,

will nol automatically eolitl€ me for receiving or conlinulng lhe said assrslanqe. Tha decision for grantng and/or continuing lhe assistance will rest sololy

with lhe Trustees ot Koshrka Fo!ndalron. and therr deqsron ls lhis regard wlll be flnal and acc€plable lo me
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AGREEMENT by HOSPITAL (Egfff, Em 5({)

RECOMMENDEO FOR ACCEPTENCE

+ ffiq d<Fdff
Mr. LakshmiPalhi N

(N ame

(Autlt

Signatory

Areau

Lo N sh B Nage
consultant, Mcdi€l Suporintenden

eCataract Re{ract ys Surgery

rTrust)

Date ol Surgery

,SIea

nRni

KOSHIKA FOUNDATIONNAL USEFOR IN
tctilll t(

SIGNAIURE of TRU STEE 2

qisi EfirsI{ u
SIGNATURE of TRUSTEE 1

ars ERrCfl t

APPLICANT'S SIGNATT,,RE OR LEFT THUIT!B IMPRESSION

i,F sr iaaF

in the matler

a"t ,ftT. rRrqt ql S{ t qc-ddn id "Iifrrsr .6rd-€fi" d frfdq qrrrdr tg fisFlfi'vr 61 srff i, fiid f,c (rsrdrs) fiq lql( d rrq q eten eri tt

t)qtf{rnlcitcndRrffqfrq{fridq{trtrdrffirRqr*To{{qRqffirr<ralaitmt'r}qlcti{dtqrirtl,*tfrrrt'Tinrflsr.*lr"
t ffirvffid rfi d qeq q "6iftrrt rFr3-*n" gm q(E i! fr tr qE "oifrrqr srcdrn" Em suTTdl frfd atrrm'coa tg rgr d ftqr qfl t ni qsda

fr.S q< tr srqrt tm qr ffi rr4 rs-+tqi d srra-dl di 6r qtutTr q{Ed ru tr vq1fu { ee aa vnr t fu srsara Efrq q< s< ttinFtd tE fFd

lh T.6rt riPll q ffi qq HIqr t rtfr *''Ilrd'tt

By affixing hereunder, signatiJre of our Aulhorised Signatory for recommending lhis case/patienl lor tinancial assistance from Kgshika Foundation, we

(Hospital) hereby afllrm & accept following:

t ) that we nerth;r are prEsenlly nor wrll in futur€ avail ol financial assistance from another NGO or any other source. for the samg pstienvcas€, as ws are

requesting lo get from Koshiki Foundation. to the extent that such assistance is granted by Koshika Foundation. ll the requesied assistance is not grahted

by Koshik; Fo-u0dation, in parl or rn lull. lhen the Hosprtal reserves rl s ighl to make up th€ shortlall from another NGO or any olher source. This

c;nfirmatton essontia y st;les lhal the Hosprlal wrl nol avail any duplicale assistance for the same patrenvcase from any olher NGO or any olher source

2j Tno assrstance lrom Koshrka Foundatron rs only Inanoal rn nalure fhe chorce of lhe kealmenuprocedure advised/conducted by lhe Hospital on the

oatrent. is based on the aranqemenl bettveen the paltenl & lhe Hospital, and is in no way influenced by Koshika Foundalion. Hence, the Hospltal will

;;;;;" ;"t; S ;;;iri, ,"ip"on.,U,riri or tr," treatment & il's oulcomo & sal€ty ol lhe patient, and Koshika Foundation wrll have ne rols or responsibility
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