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1) I hereby confirm thal all delails ln thrs Forrn are True lo lhe best ol my knowledge. Any false stalemenl will render myApplicatron & ongoing assistance, if any,

lrable for relgctrcn/cancellatron.

2) I sol€mnly confirm thal assistance, if receivod trom Koshika Foundation, willbe used only for the'purpose". as staled in this Form, for which such assislanca

was requesled by me.

3) I hereby connm t|]at I have not & will not in future, avaal of reimburssment. in pan or in full, from any other source/employer/lnsu.anit€ company, of lhe amount

for which this assislanco is requosted.

l) I dx![ 6rir tf6 vs $sq i ki lri qS Ewr tt qr{6rt + q-d€R qfi qq {i lr !fi Eti frq{q cc 6q-r fiR slq rrfl I nl {t aficit fi(Rr d s5it

:r it em 
-i HrIq {tu "Eifrrfl srr*ltr", d d nl rd *, r$61 3v,i'q ES 3kq +1 YH + ffiq fuql nrnn, d sc vr6q d 'fi 

qqr l|
3) q 5e 6.d1 (f{frc rnro tg at !T+n d Ti t, f,q rfrr 6r mtr6 q {ra fo*t firS .lrq da,4rqlqm.qlrt 6qi t r d iilqr t qkrd qEq{tnl

AGREEiIENT by APPLICANT ( qriq6 Em 6m)

RECOMMENDED FORACCEPTENCE

ff + idq riqf{

Manaoe'Oul.r€6ch

rNdrllcha&=u rtrilpE lAfuts€d signato

ir .,"1 a sirdffr8fr9fmitT0tsr)
" .a 

, TrrrnrrH aFffidr$;tfifl0frflir ^-a

Mr. LakshmiPathi l.{

ry

C{rnsultant, Medi5 Sup€rintcftlcnt,
Cornaa, Catarad & Refactivo Surgary

s

&
lo(

(A

Date ol Surgory

aictflr sil irfr€

tltl*l

S|Gi'IATURE ol TRUSTEE 2

qrfr rmm z
SIGNATURE of TRUSTEE 1

qfr rms( t

By aflixing hereunder. signature ol our Authorised Signatory lor recommending this case/patienl lor frnancial assistance from Koshika Foundation, we

(Hospital) he.eby affim E accept following:

i; tnat we nettf'er are presently nor wtll injulure avail of flnancial assistance lrom another NGO or any other source, for the same patiEnucase, as wE are

rdquesting to get hom'Koshik; Foundation, to the exlent that such assrstance is g,anled by Koshika Foundatron. lf the requested assistance is not grantod

by Krrshrki Fo-unOafron, 1n part or ln Iult. lhen the Hosprlal reserves rls nghl tg make up lhe shodlall from anolh€r NGO or any other sourc€. This

c;nfirmatioo essentialty st;tes lhal the Hosprtat will not avail any duplicate assislance for the same paiienUcase from any olher NGO or any olhgr source.

iitne assistance trom Koshrka Foundalron rs only f nancrat rn nat!re The chorce otlhe lreatmeouprocedure advised/conducled by lhe Hospitalon lhe

gat,ent,lS based on the arrangement between lhgpatie0t & lhe Hospital, and rs in no way influenced by Koshika Foundalion. Hence. the Hospitalwill

5ii;.J i"f" Ci".df"ie reip'onsruirrty ot the treatmenl & it's outcom€ & sa,ety ol the patlent, and Koshika Foundation will have no rols or rosponsibility
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't) 8y atfixlng my signatu.e or thurnb impression on this Form, I (Applicant) heroby agree & authorise Koshika Foundation and it's Trust€es to

use/publish/put-up/reproduce my name, address. photo & details ol the'purposg", for which suah assastance is requested/granted, through any

medium, inctudang but nol timlted to verbal, print, sleclronic, lor soliciting donalions for Koshika Foundalion and/or diss€minating intormatlon about it's

activities/achievemenls Such use of my photo E details can be made by Koshika Foundation before ot after my lr€alment or fulfilment ol lhg'purpgse'

for whrch assistance is beinq requesled

2) I (Applicant) further agree thal any such use oi my name, address, photo & delails ol lhe "purpose for which such assislance is requested/granted,

will nol aulomaltcally entitle me for receivrng or conlinu n9 lhe said assrstance. The dgcision for grantrng and/or continuing lhe assistance will rost solely

wrlh the Trustees ol Koshrka Fo!ndatron. aod lheI decisron is this regard will be ,inal and acceptab16 to me
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