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f.triKoshika Foundatio; is onty financial in ;aure. The choic€ of the featmenuprocedure advis€d/conducted by the Hospilal on the

pltient, ii uaseO on ttre arrangement betwesn th;pationt & th€ Hospital. and is in no vvay infuoncod by Koshika.Foundation. Henc€, the Hospitalwill

liiJme sote A co.ptete resp;nsibitity of th6 troatment & it's outcomo & salety ol the patisnt, and Koshika Foundation rvill hsv8 no rols or responsibility

in the matter.

f,qn tlfutl, rRtu0 41 qh { qlcd^}'t ni'df{6r sre*rn' t frfrrc snm t{ fcqfu 
'1 

rd t' firi tq (rmrs) frq mn i w< q EtrR Trd tr

l)c[frrn]qdcHqtiSqfrqififirq{rmlh{tlherrd{mrcrGrdrr<dnisRlrtfidcA{iitqrtril,t*nrtci'qt1fit6l!trs-&I'
t ffiwFl-{fd rff + sEq {'dfftsr src*nr' rm r<< fu fr cR'6iRr6l src€rT{'rn sE{nI fFfi arftmrtt'a }E rd( { frql wtr t ri smrav
ffi q-{ lt( gr6rt {gr qt ffi r< v*rqr i strqnr it er aftcn grftn ram tr re lfe { .ge ftI fttt t fr qtqmo fifu q< aR {'t/qtfti +g fFd

It{ v(6rt risi qr f6,d q=q sI[{ i qd d,vdit
z ,qifrr*r vra-€ra, i d qi {rl(6l *(d frfirq yqfd +1lt r},fr qr rema rn { d qon ql B.a rt Errd!8frqr r5r Yrlc ti qq'uw €

* +s tr Eqq t st{ "dtr*r srrtm' m ffi rlrn cr di <rrl ti tr rsfiri rmra { tfl d Fr-< g(u qt{ qd sri {rt t'fr w rsara

41 tl,fr dR "6tf{I6r" cl cii 1lc6l qr fqC(rt qrrd rfr dtr

t): i?
ENDED FOR ACCEPTEI{CE

$ mq q<a PA

(a
Signatory

saa

l: 9e
aE

r)

na rt, BAN(:.ti

tq\l,-
Date of Surgery
qfqinr 6i irtd

li:l-: l:in a nfOi, hthalmo I o g i st
f..'rr.rl.-,. Jiabeles & Eyc I.icspital

"llidrffigE#glmt#t#",
a"fr'6?cql,Ik " -qaC@d"'

ot KoSHIKA FoUNoATlotl

SIGIiIATURE ol TRUSTEE 1

qIS (RTfi I
SIGI{AIURE ol IRUSIEE 2

arfl Eatq{ z

/

1) By afllxing my signature or thumb impression on this Form. I
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medium, including but not limiled lo verbal, print, electronic, for

activities/achievements. Such use ol my photo & details can be

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

ls of the 'purpose", [o. rvhich such assistance is requested/granted, through any

soliciting donations tor Koshika Foundation and/or disseminating intormatioo sbout it's

made bt Koshika Foundation before or after my lreatment or fulfihent of the 'purpose'
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with tho Truste€s of Koshika Foundation, and their decision is this r69ard will b6 flnal and acceptable to me.
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