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OECLARATIOT{ byAPPLICANI sr+({ Em dqsfl Tr:

1) I hereby contirm that all detarls rn lhrs Form are Ttle to the best of my knowledge Any false stalement wrll render my Applrcaton & ongoing assistance, it any.
liable for rqecton/c€ncellatlon.

2) I solgmnly confim thal assistance, if received from Koshika Foundatjon, will be used only for the "purpose", as stated in this Form. for which such assistance

was requested bi me.

3) I hereby confirm thal I hav€ not & will not rn futur€, avail of rgrmbursemont, in part or in full. from aoy other source/employer/insuranca company. ol the amgunt

for which Stis assistance is requested.
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AGREEMENT by APPLICANT ( iir+(6 Em 6{r)
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AGREEMENT by HOSPITAL (rs F Bm 6{R)

By aflixing hereunder, signslure of our Authorised Signatory fo. recommending this csse/patienl lor financial assistance from Koshika Foundation, we
(Hospilal) hereby affirm E accspl followrng
1) thal we neithor ars preseolly nor wrll in tuturs avail of frnancial assistance f.om anothsr NGO or any olh€r source, for the samo patienycass, as ws ars
.equesting to gel fiom Koshika Foundalion, to the exlent lhat such assislance is granted by Koshika FoundatDn. lf the requested assistance is not granted
by Koshika Foundation, rn parl or in full lhen lhe Hosprlal resorves rt's flghl lo make up lhe shortfall from anolher NGO or any other source. This
confrrmaton ess€nlially stales thal the Hosprtal wili nol avail any duplicale assislance tor lhe same patienl./case frcm any other NGO or any other sourca
2) The assistance fiom Koshrka Founda|on rs only t nancral rn nalure The choice ol the treatmenuprocedure advrsed/conducled by the Hospital on the
palrenl. is based on the arrangement between the palrenl & the Hospilal, and is in no yray influ€nced by Koshika Foundation. Fience, the Hospital will
assums sole & completo responsibility of the trgatment & il's oulcome & salety ol th8 pati€nt, and Koshika Foundation will have no rols o. rosponsibility
in the matter.
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Llr. Nagesh B N
Consultant, Medical Superintondent,

Comea. Cataract & Retractivs Surgery
lnstitute for Diabetes & Eve Care
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1) 8y arllxing my signature or thumb rmpr€ssion on thrs Form. I (Applicanl) he.eby agree & authorise Koshika Foundation and it s Trustees to

use/publislvput-up/reproduce my name, address, pholo & details of th€'purpose', lor whiqh such assistancs is requested/granled. lhrough 8ny

medium, including but nol limlled lo verbal, print, Electronic, for soliciting donations tor Koshika Foundalion and/or disseminating information about il's

activilies/achjevemonts. Such use of my pholo & details can be made by Koshika Foundalion before or after my treatment or fulfilment ol the'purpose"

{or whrch assistance is berng requested

2) l(Applrcant) f!rther agree lhal any such use ol my name. address pholo & detarls of lhe "purpose lor which such assistance is rgquested/granted,

will not automatically entitlo me for rec€ivrng or conlinu ng the said assrstance. ThE d€cision for granting and/o. continuing lhe assistance will resl solely

with the Truslees gl Koshrka Foundatron and lheu decisron rs lhis regard will b6 flnal and acceptable lo me

l) ys $ri (3{yir+ ERq ri'ri ql elq a,r6r, d t.rd6) 3{T{ wqft *i 3tu 6ril (cs "oifrrfl wigfi dR E€-+ <rtr "qt qnr$ 6ritt tfr ft rn,

mr,rtdslkdf{d{sr{svc-i{qlfinl,TC.elftrfi"qa(qr$.qrr,qrc-dr/qrlqts(t{qtgdfaftn{dst{rrdE{ql+ffiffi{y€Rcrqq
{ vqrfl.d clt t frq qfir{a tr it vrl fi Fc{or il ron * crd qr cr< i qli d fdq "arfrrgt srri{r" s <r* qfir{i tr

zl t t er+(d1 6 rn t vrm (f+ tn nc, ydr, sid sln Ec{q $ f6 {f,rrdr *B<iydi Etri t qn Ekli rruFr iH r*cr ?nm rw l{dq il

"etfrmr" qq Bst qM ftdq Sdq irk alw{rfl d,n,

10.03.2022

SIGI{ATURE OR LEFT THUMB IMPRESSION :

4-F


