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DECLARATTOT{ by APPLTCANT: qrt<fi En SiCqr r{li

1 ) I hereby conllrm that all detalls in thls Form aro True to the best o, my knowledge. Any lalse stratement wlll rende, my Application & ongoing assistance, if any,

liable for rejec-tiory'cancellalion.

2) I solemnly conlirm lhat assistancs. if receiv€d from Koshika FouMation, wlllb€ us€d ooly to( ths "purposs', as stated in lhis Form. for which such assislance

was requested by me.

SfifrertOy connin tfral t have not I willnot in fulure, availof reimbucement, in pa.t or in tull, fron any other soutre/employe/insuranca company. of lhe amount

lor which this assistance is request€d.
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Com€a, Cabract & Refractive Surgery
Consuttant, Medical St intendent.
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l) By aflixing my signature or

use/publish/p!t-uP/reproduce

medium, including bul not limi

activilies/achievements. Such

tor which assistance is being requested.

Z) r (lpptican0 turtrer agree-thaiany such use of my name. address, photo & delalls ofths'purposg', lor which such asslstance is requested/grantsd,

witt noi autoriticatty enil e me for receiving or continuing tho said assistanc€. The decision lor grsnting and/or continuing lhe assistance will rest solely

wilh the Trustees of Koshika Foundation, and lheir decision is this regard will b9 tinal 8nd acr€pt€blg to mE.
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By affixing hereunder, signature olou,Authoris€d Signatory for .ecornmending this case/patient tor financial assistance lrom Koshika Foundation, we

(Hospital) hereby afiirm & accepl following
tu16 avail ol financial assistanca lrom another NGO or any other sourcg. lor th€ same patient/case. as wa are

thumb impresslon on this Form. I (Appllcant) h€reby agree & authorise Koshlka Foundatlon and it's Truslees to

my name, address, photo a details of the 'purpose', for which suct assistance ls requested/granted. through any
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for soliciting donatlons fo, Koghika Foundation and/or disseminating info.mation aboul it's

use ol my photo & details can be made by Koshlka Foundation before or afle. my treatment or lulfilment of the 'purpose'
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requesting to get from Koshika Foundation, to the extent that such assislance is granted by Koshika Foundation lf the requested assistance is not granted

by Koshika Foundation, in pari or in full, lhen the Hospital rese,ves it's right to make up the shortfall Lom another NGO or any other source. This

confirmalion essentially stales that the Hospital will not avail any duplicat€ assistance for the same patienucase from 8ny other NGO or any oth€r source

2) The assislance lrom Koshika Foundation is only financial in nature The cioice of the treatmenuproced ure advised/conducted by lhe Hospital on the

patient, is based on the arangement betwe€n the patient & lhe HosPital, and ls in no way lnfluenced by Koshika Foundation. Hence, the Hospital will

assume solg & compl€te responsibility of the treatment & il s outcomo & safety ofthe patient, and Koshika Foundation will have no 1016 or responsibility

in the matler.
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