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OECLARATIO{ by APPLICANT: qtT(s 6m qFlon !:I:

'1) I hereby confirm that all delarls rn lhrs Form are Ttue to lhe besl ol my knowledge Any Ialse statement will render my Application E ongoing assislance, if any,
liabie for rqection/cancellat|oo.

2) I solsmnly confinn lhat assistance, il receiv€d lrom Koshika Foundaljon will bo used only for th€ "purpose'. as staled in this Form, tor which such assistance

was requested by me.

3) I hereby confirm that I hav6 not & will not in luturo, avail of reimbursement. in pa.i or in full. from any othor source/gmployer/insurance company. of the amount

for which this assistancs is requosH.
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AGREEMENT by HOSPITAL (rR-dra Im fln)

By afixing he.eunder, signature of our Authorised Signalory lor recommending this case/pataenl for financial assistance from Koshaka Foundation, we
(Hospital) hereby affirm I accept following:
1) that we neither are pr€sently nor will in future avail of financial assistanca from another NGO or any other sourca, for the same pati€nucasg, as we a.e
requesting to get from Koshika Foundation. to the extent thal such assistance is granted by Koshika Foundation lf lhe requested agsastancs is not granted

by Koshika Foundation, in pan or rn lull, lhen lhe Hosprlal reserv€s rl s nght to make up the shorllall lrom another NGO or any olher source This

confirmation essentrally states thal th€ Hosprlal will nol avail any duplicale assistance lor lhe sam€ patient/cose from any other NGO or any olher source.

2) The assistance lrom Koshrka Foundatron rs only fLnancral rn nallrre The chorce ol lhe lreatment/procedure advised/conducled by lhe Hospital on lhe

patrent, is based gn the arrangement belween the palrenl & the Hosp(al, and rs in no way influenced by Koshika Foundation. Hence, the Hospitalwill

assume sole & compl€te r€sponsibilily of th€ lreatment & it's outcome & safety ol the patient, and Koshika Foundation will have no role or r€sponsibility

in the matler
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Dr. Nagesh B N
Consultant, Medical Superintendent,

Comea, Cataracl & Refraclive Sut.:^ry
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1) 8y afilxing my sigoature or thumb impression on this Form. | (Applicant) hereby agree & authorise Koshika Foundation and it s Trustsas lo

use/publish/put-up/reproduce my name, address, photo & debils ot tho'purpose", fo. which such assistance is lequested/granted, through any

medium, including but not limited to vorbal. print, elect.onic, for soliciting donations for Koshika Foundation and/or disseminating informalion about it's

activities/achievements. Such use of my photo & details can bE msde by Koshika Foundation beloro or after my treatmenl or fulfilmgnl of lhe "purpose'

Ior whrch assistance rs being requesled

2) I (Appticant)further agree that any such use o{ my name address pholo & delails o{ lhe ' pu rpose lor whach such assrstance is r9qusstod,/granted,

will nol automalically enlille me tor receiving or conlinurng the said assrslance. Ths d€cisron lor granlrng and/or continuing the assislance will rEst solEly

with lhe Trustges ol Koshrka Foundalron. and thstr dectsron is lhis regard wilL be llnal and acceptable lo me
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