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DECLARATIO by APPLICANI: qTi<f EM dlql CT:

1 ) I hereby confrm lhat all delails in this Form are True to the best ot my knMedge. Any false statement will render my Application & ongoing asslstaoce, if any,

liable fc,r rojsctiodcanc€llatioo.
a i sof",ri"riii"n- uat asslstanca, if rec€ived frpm Koshika Foundation. will be used only for the "purpos€', as stated in this Form. tor which such a$istanc€

was requested by me.
iiifroiUf-nn- Ur"t I havg not & will not in future. avail of reimburs€ment, in part or in full, from any oth€r sourcg/employer/insurance compsny, ot tha amount

for which this assistance is requested
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AGREEMENT by APPLICANT ( BIII 6(R)

APPLICANT'S SIGTATURE OR LEFI THUMB IIrIPRESSION
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By aflixing hereunder, signaturg of ourAuthorised Signatory for recommending this case/patient for financial assistancs from Koshika Foundation. we

(Hospital) hereby aflrrm E accept following:
t;ttrit wi neittrer are presently nor will inluture avail ot tinanciEl assistance from snother NGO or any othe. sourco, for the s€me patlenucase, as we arc

;questing to get from Koshiki Foundation, to the extent that such assistance is grented by Koshika Foundation. lflhe, roquested assistanc€ is not g.anted

bykoshik; Fo-undation, in part or in full, then the Hospital reserves it's .ight to make up the shortfall from another NGO or any other source. This

dnfirmaion essentially st;tes that ths Hospital will not avail any duplicale assistanc€ lor the same pati€nucase lrom any other NGO or any othor sourc€.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/proc€dure advised/conducted by the Hospilal on the

p;fient, is basod on th6 arrangement botwean thapatisnt & the Hospital, and is in no way influgnc6d by Koshika Foundation. Henc€, th6 Ho8pitalwill

assume sote E comptete resp;nsibility of thg treatmenl & it's outcomo & safety of the patient. and Koshika Foundataon will hsvs no role or responsibility

in the matter.

rqt qffr{d, ERIst d qk i crcd'd'n st 'ctfrrfl srr+{rr' i frfrq s[rrnr t{ fr$'fu d rd t, Frt rq (reare) fiq mn I cr< q Rt6R 6{t tr
t)c[frrn}Tdqnqt{lfrqffqlfific{[r{rFr*rRq{qfitrqr{afr6q+uttrtaxrrirfurqrqd{i{iqrdril,iiftf,ci"ElfiIdl'lla-*{t{'
t frFqfiwtnfd rfl *€q{ -dfirr vrc*ar" m r< dfrtr cft'rrtfutr sre*rlr'ru swlll fnft afircrr*a furg1rfltql t ni

ffi sj! rR q{6rt dtqr ql frd q-{ rr{Nr t {[Ic ti lrl qF.6R $fur lUlrr tr n 1tu{eeralTlrtfr rreina fuftq q< 3tRr n'fucEa t fr0
,R Trqrt dm qt ffi e-{ srqr i rfr d,vd,ir

z.'ctfirnvrr*m" i d qi xuqal d{f, frfrq rqfi ni tr r},fr w rmna rm { tt{ sm ql H 'ri awmfro a 3rn t't1 q{ rama

* *s cr Rcq t et{ "o1pm qr$rq" Em tF$ mn cr di <rn ld lt rsm rF a { tfr d rar* grm at qn sd
41t},fr dR'Eifrrfl'd rdi 1lq6l q 1tlff { efr *frt

AGREEi,IENT by HOSPITAL (Tgdld ERI 6{R)

ti qc rgdra

, 11'
Mr IAXSHMI IH

SS frq t<rd
DED FOR ACCEPTENCE

Date ol Surgery
dqtlc 6i ?iTfr€

,,1q,("r

_ 
wllr u0nsu[anrophlhalrnologist

Bangalore Diabetes & Eye Hospiial
,^ili{iei#fr#frfi{B&W"

imftt Bcqiq kof KOSHIKA FOUN0ATION

SIGNAIURE ol TRUSIEE 2
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lor which assistaoc€ is being requested.
2) I (Applicant) further agreJUlat any such use of my name, address, photo & details orthg'purpose', lor lvhich such assistance is roqu8sted/granted,

witt noi automaticatty entiue me for receiving or conlinuing the said assistance. The dacision for granting and/or continuing the assistanca will rest 8olely

with the Trustees of Koshika Foundation. and their d€cision is this regard will bo final and acceptabls to me.
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t) By afiixing my signature or thumb impression on thas Form, I {Applicant) hereby agree & autho'ise Koshika Foundation and it's Trustees to

use/publish/put-uphgproduce my name. address. photo & details of the 'purpose", for which such assistance is requested/granted' through any

medium, including but not limited to verbal, print, electron ic, for soliciting donations for Koshika Foundation and/or disseminating lnformation about it's

activities/achievements. Such use ol my photo & details can be made by Koshika Foundation before or after my treatment or tutfilment ofthe'pu'pose'
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