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1) I hereby confirm that alldetails in lhis Fom are True to the best of my knowledge, Any false statement wlll render my Applicatlon & ongoing assistance, if any,

liablo for rsjection/cancellation.
Zfi r"irr.fy i""ir. if,ai assisiance, if received from Koshika Foundation, will b€ used only for ttle "purpos€", as stat€d in this Form. for which such a$istance
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ifTiJrl-Oi-ii"f-- tfia I have not & wil not in future, avail of reimbursement, in part or in tull, from any othar source/employer/insuraoce companv' of the amount

for which this assistance is requested.

r ) d {qvn rrm t t* vs vrsq t Ri rri q{ f{a{q tt qrr{Tt d
2) tl Br(I sl {[T{ {ft'friRtfi sl-3fl?", t d v rE t. ss6l

3) d Se m'rdl (tu fim aurm tg w rft d Tt t, rs rft 6r

rrdm ra qc {81 tr cR qt frclq qd 6w q5f, crcl qrdl t ni it sfi{dl f{s d cI {l6'fi tr
sqqi.' Tm skq d $ + ftrt tuqr qrttll, ql l( $5c { m 

'rqr tr
qfir6 cl rd€ tRI ffi lrq stvft+qrdql rqt * a ii frq t qtr c f qfre { tnt

ENT by ( TRI Etr{)

APPLICATIT'S SIGNATURE OR LEFT THUMB Ii,tPRESSION

or ftvn

AGREEMENT by HOStnoa ,ao* sm 6{n)

RECOilIMENDED FOR ACCEPTENCE

ff + edq ri<rd Manage, r:)utreadl

(A unit of Shraddha Eye Care Trus.)

# 16/fi/, Thhilnaieh Ro6d. Uili€r Tsnk B€d Area

{Nams, Designation E Stamp of Authorised

on bGhal{ ol Hospltal}

fl q K tgRrd qtrdd qftrdlt

Signatory

^1n

Dr
L

Dorennavar
co

Date ol Surgery
qftiYH si ilt€

l+to +l
qr-dfto gqd,t t(of KoSHIKA FoUNDATIOI{EsUINTERNALFOR

StctrruRe ot rnusrer z
qmi E6]({ Z

SIGNATURE ol TRUSTEE 1
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1) By affixing my signature or thumb impression on this Form, I

use/publish/put-up/reproduce my name, address, photo & detail

medium, including but not limited to verbal' print, electronic, for

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

for which assistanc€ is being requesled

2l I (Ap;tican0 further agree-thaiany such use o, my name, address, photo & d€talls ofthe'purpose'' for which such assistance is requested/granted,

witt noi automaticatty eniitle me for receiving or coninuing the said assistance. The decision for g.anting and/or continuing tho assistance will rest solely

with the Trustees of Koshika Foundation. and their decision is this rega.d will be final and acceptable to me
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By affixing hereunder, signature of oul Authorised Signatory for reclmmending this case/patientlor financial asshtanc€ from Koshika Foundalion' we

(Hospital) hereby aftirm & accept following
1) that we neither are presently nor will in fu ture avail of linancial assistance from anothq NGO or any other sourc€.lor th€ same pati€nucase, as we are

requesting to gel from Koshika Foundation, to the exlent lhat such assistance is granted by Koshika Foundation lf the requested assistanc€ is not granted

by Koshika Founda tion, in part or in full, then the Hospi tal reserves it's right to make uP the shortfall from another NGO or any other source. This

conlirmation essentiallY states that the Hospital will not avail any duplicate assistance for the same patienrcase from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature The choice of the treatmenuprocedure advised/conducted by the Hospital on the

patienl, is based on the arrangement between tho patient & the Hospital and is in no t{ay influanced bY Koshika Foundation. Hence, the Hospitalwill

assum€ sole & comPlete rcsPons ibility of the treatment & it's oulcomo & ssf€ty of th6 patient, and Koshika Foundation will have no role or responsibility

(Applicant) hereby ag.ee & authorise Koshika Foundation and it's Trustees lo

s of tho 'purpose'. for which such assistance is requested/graotod, through any

soliciting donations for Koshika Foundation and/or disseminating information about it's

made b, Koshika Foundation before or atter my treatment or fullllment ol lhe 'purpose'

in the matter.
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