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DECLARATION by APPLICANTT qri<6 Em slqqr yr:

1) I hereby confirm that all detalls in this Form are Trus to the best ol my kno$iedge. Any false statgment will render my Application & ongoing assistance, if any.

liable lor rejection/cancellation.

2) I solsmnly clnfirm lhat assistsnce, if recaived trcm Koshika Foundation, will be us€d oflly tor the 'purpose', as stated in this Form. for which such assistance

was requested bY me.

3) I he;by confi;n hat I have not E will not in future, avail of reimbursement, in part of in full, from any other source/gmployor/insurance @mpany. of the amount

forwhich lhis sssistanca is requ€sted.

rl I sico11 6rdt tf6 rq $sq t fti,ri s{ klt"r tt qnrrt * rlm R qi {n tr lfr 6il tEM qi 5q{ lrsll v{ qrdr I d *i uITdI f<rer t1 lr s*rfr tr

2) tl Bm cl rwrdr rfu "qitRrfl sr{-&|3', t d rI rfr l, 3lmr acqh aS .t{q !i $ * H fuct tql, !i IR rT6q { cu rqr tl

l)tStu6Grttutd{xnra*gwnfirddt,s({ftcrqfir6qls6stRIfti{ffr<riifRt{fi/tcrEqiirdfrcllakrfrqk{ful
AGREEMENT by APPLICANT ( lrq 6trI)

AGREEMENT by HOSPITAL (f,Fdlg gm 6(I()

RECOMMETIOEO FOR ACCEPTENCE

+ f6c dqFd

lt\ ro\r)-

oate of Surgery

mctm d iltc
N

)

Llr
Consultant. M Sup€rintendont,

Refra{1ive Su
Comea , Cataract& rge?i

lnstitute
(A{l{mt

Mr. Lakshmipathi lY

" .{znae"i Outreac+t

(r{afi fi ,Snfr 
! 

g lt'mi, & liif,&i8l'ign.to,y
(A unrt or stf,ehit? ot Hosplall,,, n.., n.ea

p 16rr, rhiqqEqtf,t'dd 31ft{r rffi -

FoR INTERNAL USE of K0SHIKA FoUNDATIoN fi<ft'6 vrch t(
SIGI{AIURE of TRUSTEE'l

ad rmw t

SIGiIATURE of TRUSTEE 2

qd rmm z

/

'l) By afiixing my signalure or lhumb impresslon on this Form, I (Applicant) horeby agteo & authorise Koshika Foundallon and il's Trust6es lo

uselpuUtis pul-uplieproduce my name, address, photo & details of the 'purpose', for which such assislance is requested/grantod, through any

medium, inciuding bui not limib; to verbal, p.int, electronic, for sollciling donallons for Koshika Foundation and/or disseminating information about it's

activilies/achieve;ents. Such use of my photo & detalls can be made by Koshlka Foundatlon b€lore or after my treatment or fulfilment of the 'purpose'

for which assislance is being requested.

2) I (Appticant) further agreC lhat any such use of my name, address. pholo & d€talls ot the 'purpose', for which such assistance is requesled/granted,

will not automaticatty eniille mo lor receiving or continuing the said assistanco. The decision for granting and/or continuing the assistance will rost solely

wilh the Trustees of Koshika Foundation, and their decision is this regard wlll bE linal 8nd Scceptabls lo me.
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By aflixino hereunder, signatute ol ourAuthorised Signatory for recommending lhis case/patient lor linaocial assistance lrom Koshika Foundation, we

(Hospilal) hereby afllrm & acc€pt following:

1)that we ngither ar€ presendy no. will in future availof linancial assistancs from another NGO or any other source, for the samo patienycas€. as we are

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

by Koshika Foundation, in part or in full. then the Hospital reserves it's righl lo mako up the shortlalltrom anolher NGO or any othor source. Thls

contirmation essentially states that the Hospilal will not avail any duplicate a$lstsncs for the same patienucase from any other NGO or 8ny other sourcs.

2) The assistance from Koshika Foundation is only financial in nalure. The cioic€ ol the lreatmenuproc€dure advised/clnducted by the Hospital on tho

patient, is based on the arangement bstween t re patient & lh6 Hospital, and ls ln no way lnf,u€nc€d by Koshika Foundation. Hence, the Hospital will

assume sote & complote responsibllity ol th8 treatmenl & it's outcome E safety ofthe patient, and Koshika Foundalion will have no role or responsibility

in the matler.
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