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DECLARATIOTI by APPLICAI{T: ffii<r m dcql cr:
'l) I hereby confirm trat all details in this Form are True lo the best o, my knot,,,/ledge. Any false statement will render my Application & ongoing assistance, lI any,

liable for r€jEctiory'cancallalion.
2) I solemnly i)onfim that assistanc€, if received lrom Koshika Foundaton, will be used only for the 'purpose", as stated in this Forn. for which such assistance

was requestd by me.
3) I hereby conlirm 0!at I have not & will not in tuture, avail of reimbucement, in pan or in full, from any othor source/smployer,4nsumnce clmpanl of the amount

for which this sssistance is rsquested.

l) d *cqr 6Gr (fr !€ $Fc t Ri r{ q{ frd{q tt qrnTt * q-dqr r-f, qi {fr tr qR eii fr<q qi arn ere rrqr srdl t n} +t stre-dr f+r€ al cl r-6'fr ll
2) iiEmcl{rrq. {ft'6ittol srt-+flr', { dqrrfi t, Ercr aqqh sfl Ekq d $ +H fdqt vtrn, t} re vrsq { qn qql

j) {Eq6rdr tfrfq{ {61rfl tgqrr+{61 ni t, ac {ft 6r qfiffi qt 168 Gw ffi r< r}tfrq}c6/$ql 6e-{ttdtclttqkcfrqfrq{t'nl

AGREEMENT bY HOSPITAL (r{{dTd !M 6(r{)

ulBs.xs,FPRS'Flco
c-",trffi#hlm*Iiff ef l'ti'

(A unit ot Shraddha Eye Care Trus') 
- --

* f eil. Tiim.n iah Rrd, Mlbr lar'k ues 
^r 

s'
(l{ame, Designalion & Stamp of Authotbed Slgnatory

on behall of Hospltal)

Tq q q( Esdrf, qtr{il qFrfit

Date of Surgery Uvr c r... slvar
Manager Outreach

s1tr

RECOMITIENDED FOR ACCEPTENCE

@+f€ctrd

F0R INTERI{AL USE ol KOSHIKA FOUNDATION qnfi6 icd,r i(
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1) By affixing my signature or thumb impression on $is Form, I (Applicant) hereby agre€ & aulhorise Koshika Foundation and it's Tmstees to

use/iublishfiut-upi ieproduce my name, address, photo & details of the 'purpose', for which such assistance is requested/granted, through any

medium, inciuCing but not limited to vorbal, print, electronic, for soliciling donatlons for Koshika Foundation and/or disseminating informaton about it's

activitjes/acilievements. Suqh use ol my pholo & details can be made by Koshlka Foundation belore or after my treatment or fulfilment olthe'purpose'

for which assistance ls being requ€sted.
2) I (Applicanl) tudher agree that any such use of my name, address, photo & details ol lhe 'purpose', for whict such assistance is requested/granted,

will nol automatically entitle me for receiving or conlinuing the sald assistance. The decision tor granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their d€cision is lhis regard wlll be final and accsptable to me.
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By affixing horeunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby aflirm & accept tollowing:
i;tnit wi neitn6r are presently nor will inluture avail of financial assistance from another NGO or any other source, for the same patientlcase, as we are

requesting to get from Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granled

Uy kostrifa fo'undation, in part or in full, then the Hospital reserves it's right to make up the shorttull hom another NGO or any other sou.ce This

;nfirmation essenlally st;tes that the Hospital will not avail any duplicate assistanct Ior the sam€ patisnucaso flom any other NGO or any other source.

2j Tne assistance trom Koshika Foundatio; is only financial in nature. The choice of lhe treatmenuproc€dure advised/conducted by the Hospital on the

lltient, is based on the arangemsnt b€tw€€n lhe patient & th€ Hospital, and is in no way influoncsd by Koshika 
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ndalion Honce, the Hospital will

issumi sole & complet€ resp;nsibility of the trgatrnent & it's outclme & sarety of the pati€nt, and Koshika Foundation will have no role or responsibility

in the matter
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