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1) 8y alfixing my signatura or thumb Impression on this Form, | {Applicant) hereby agres & authorise Koshika Foundation and Il's Trustees 1o
use/publishipul-upfrieproduce my rame, address, photo & detalls of the “purpose”, for which such assistance Is requestedigranted, through any
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By affixing hereundar, signalure of our Aulhorised Signalory for recommending this case/patient lor financial assistance from Koshika Foundation, we
{Hospitel) heraby affirm & accepl following:

1) that we neilher are presently ror will in fulure avail of financial assistance from anather NGO or any other source, for the same palient/case, as we are
requisting io et from Koshika Foundation, to (e axtent thal such assistance is granted by Koshike Foundation. If the requestod assistance is not granied
by Koshika Foundation, In part of In full, then the Hospital reserves I's right 1o make up the shartfall from another NGO of any other source. This
confirmation essantially states (hat the Hospital will not avail any duplicate assistance for the same patlentcase from any other NGO or any olivar source
2) The assistance from Koshlka Foundation i only financial in nature. The cholte of the ireaimentiprocedure advisad/conducted by the Hospital on ihe
patignt, Is based on the arengament between the patient & the Hospital. and Is in no way Influsnced by Koshika Foundation. Hence, the Hospital will
sEpuma sole & complite responsibliity of the reatment & it's cutcome & satety of the patient, and Koshika Foundation will have no role or resporaibility

in (ke mattesr

wt sifign, vl w1 S @ asR Ol W sive et d i e 6 el @ =l 4 e v (v T w6 o o mimw e

1) w8 5 3 W wivr sl 3 6 wiwe J fafrg T e owowl wees w R o win @ o i F W w @ o 8, & TR e S wiire s
B il Te 8 s § s st gm we #g G oo s sE o e fef st i T 0 fen e @ s
foelt s fir st e w el o= wEIeE A o A W sfeen e Tem §) v g o e wn e @ 05 s fipd s s divaned by fedh
¥ el e Tt sem owe o A st

2 "wiferR wrdve A o s S i i oo & AR s v g ool weme w e om asmosfiem @ ol wd weme

% e w fires § b s Tt g e e w s oo o et v O R v g s s WA W ol e o o e
ol o el W W it m T oo F woe

RECOMMENDED FOR ACCERTENCE f
@359 o ® e )
et Soromy Dr. WAFI ANSARI \& <
ﬁl‘\ﬁ:b MS (OPHTHAL) (Nam, ““"Hiﬂ* thorised Signatory
A RIS Yo M

FOR INTERNAL USE of KOSHIKA FOUNDATION  #iFits: 79am 7

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
S R | ! R 2
| M
) -

:

141272022




