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1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false stalement will render my Application & ongoing asslstance, if any,

liabls for rsjectiory'cancellation,

a iaof"r"fy t"fr. Gat assistance, if received hom Koshika Foundation, will be used only for the 'pu.pose', as stated in this Form. to. wt ch such assistanc!

was requested bY me.
giine,letv 

"onnr. 
tt'ar I have nol E will not in future, avait of reimbursement, in part or in fu

for which this assistance is requested.

11 I fiw arm {ft gt $I^q i fra 'Ti s{ E4{q +0 qr{rlt + agxn re q.i rff tr cfi

2) lt Era q] {fi{ rfu "E)Rr6r srs-&r", t d qr r( t, srrr aYq}'I Ed Yt{q 61 $ +

3) I gE 16'61 (fr es sr[.rir *E ct $+{t cl d t, s{ fi 
'FI 

qfrr6 q sdtl tqr fFd

qli Ecor qi 6q{ qvf, rrql sr l ni +t qwrdl ft<r d cl v60 tr
H f6qt qri'n. s} rB vrf,q { qn qql tr
l-< rlnfr+drdqr r'qi i I ai frql t dn r frq { {rtt

ll, f.om any other source/employer/lnsurance company, of the a

AGREEIIIENT bY APPLICANT ( tm 6&)

APPLICANT'S SIGTIATURE OR LEFT THUiIB ITIPRESSIO}'I :

qri<* + r<Iqr{ qI e@ et fun

AGREEMENT by HOSPITAL (rI!T q EM 6'(r{)

_ - _ - l^fs ot shggoha Eye cirr Trus)t la/y, n*rlIa.h Rod. fafb. Trrf g.d Aru.
(Namo, oesignation & Stamp ol Auttorised Signatory

on b€hafi of Hospital)

l q [( (Flilld qFt{d sffi4\e\Y

+ fdc ffin
f.t

MS,TPRS
uf$tcbtf,

MBBt},

"{Iffl&f,

aarmLaI

an t.

Martga OlrtrerctRECOMIIET{DED FOR ACCEPTENCE

FOR |i{TERNAL USE of KOSHIKA tOUNDATlOt{ qr-{ftfi Bcqh tq

SIGNAIURE of TRUSIEE 2
qrd renfit z

SIGNATURE ofTRUSTEE I
qrd rsnn t

/

'1) By afilxing my signatu.e or thumb impression on this Form, I

use/publish/pulup/reproduce my name, address, photo & deta'

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

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

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

ls oi the 'purpose;, for which such assistanc€ ls requ€sted/granted, through any

soliciling donations for Koshika Foundation and/or disseminating informatlon sbout it's

made bi Koshika Foundation before or atter my treatment or fumlment ol the 'purpose'

for which assistance is being requested.

iy r lappri"antl trrlre, agree-thai any such use of my name, address, photo & details of the 'purpose", for which such asslstance is requested/grant€d'

will not automalically entitte .e tor rec.eivin! or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceplable to me.

t) tg rcr c{ qcl tkrfi qr d,rB 61 clq nn6'{, { (qri<6) qr{ wcftr d Yfu 5,m tG "+ftIfi $rd*{q qk EFd qrfrd '+i affi cnn {fr *t rlc'

rdr, qH at{ qt fqqtot r€ cc7 { dfr( l, Et "tltmr' qcl qrS, qr{, qrr+rqr fst Td{q f ES 'IFdfitM 
qk Bcatodl * ffi fr$ { vm qeiq

i r$fi.d 6rt + frrq qtutrl tr li yq7 cr frcol ti rtnc d rrii cr tl\ l6.{+ + R{q'+iRrfi srdgfi" c at{l qftTi tr

et t tqd<*> vs m t {(q( tft +{ clq, Tdl, stA slk frc{q qi f{ {rITiIr * r(t{ql t lttr{ I {i Eil: {TFI TI aFq( ad Em gs qdq {

'+tfir+r' q<1srd arnml 6I fidq Efdq qt qlq6rt d,IIt

Bya nder, signature of our Authorised signatory lor reclmmending this case/patient lor financial assistance fmm Koshika Foundaiion, we

(Hospita l) hereby affirm & accept lollowing
I )that we neither are presently nor will in fu ture avail of llnancial assistance from another NGO o. any other source, ior th€ same patienvcase, Bs we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundalion. lf the requested assistance is not granted

by Koshika Foundation, in Part or in full. then the Hospital r6serves it's right to make up the shortfall from another NGO or any other sourc€. Thls

confi rmation essentially states that the Hospitalwill not avail any duplicata assistance lor the same pati€nt/case fiom anv other NGO or anv oth€r source
vised/conducted by the t-tolpi6t on tne

2)The assistanc€ from Koshika Foundation is only financial in nature. The choice o, the treatmenuprocedure ad

pallent, is based on the arrangamsnt betrv€en tho patient & the Hospital. and is in no way influenced bY Koshika Foundation. Honce. the Hospital will

assum€ sole & complet€ responsibility of the treatment & it s outcome & safety of the patient, and Koshika Found ation will have no role or responsibility

in the matter.

-,t.n"q.,"**ta3ri{iqrqd/tfrd"6ifttqnslreffi"tfsfflRfi{flt{fsslft{Idsflt,Hrq(f,sTs)frEliron*eFqqdlqiRT{t
,r*6rartrnqtlfrqfrqlfrfrrqqrlTiftr{lkTt6It*sRqrfrsqqqhia*rtrtnr*}ild'iqrtdt,i*frIrci'61frIdr$rs€fi'
t isoftvffi< r< d qKq { .6ltr6r sE-e{i, Em r< tg f* cR '61ftfi $F*flc" rm {rl{dr tnfd crfiI6/qc;'€ tE T5{ 1fr ftql crdl t n} qwf,€

trfl q-,c th T{6rt {F{ qr ffi u-q {-{Iqr i {tl{dr +i 6r qflrdR g{frd rEir tr rc 1E il ee tu vnn t fr lrsfla frftq clF rnr t{nn-d tg ffi
rn srtrt ri*qr qr ffi :r< stq{ i rfr d'nr&frt

z. 
.+iftmr w**m' * E1 'ri €rlTdl *c-d fdfdq vqfr d ir tt vr rwina fn { ,li q6ls cl n6t 'ri Btl{(/ffiql {t $Ic tfl sc fFkna

d {-s cr fscq * ict{ ";16*t 5rs5q' m ffi n*n ur cii <nc cff rslqi rsars il t't * rcg gro qt{ lsd !d at

sl dt qt( "6tfiI6l" +1 aii cfqo qr fqC<rt rq qrqd { ci dflt

qs fsdrd

FICO

Date ol Surgery

dctn 61 irt€

0443-2024


