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'l) I hereby contirm lhal all details in this Form are True to the best ol my knowledge. Any false stalement witt render my App,ication & ongdng assistanc€, if any.
liable lor rejectiory'cancellation.

2) I solernnly confrm that assislance. if receivedfrom Koshika Foundation, willbe used only for the "purpose'. as stated in this Form. for which such assastance
was requested by me

3) I hereby confi,m thal I have r|ot & will nol ln fulure, avail of reimbursement. in part or in full, from any other sourcdemployer/insuranca company, of the
for which this assistance is requesl€d-
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AGREEMENT by HOSPITAL (6Fd|d Em sm)

8y aflixing hereunder, signature of ourAuthoriscd Signatory for recommending this case/patient for financial assislance frcm Koshika Foundation, we
(Hospiral) hereby atfirm & accepl following:
1)that we neilher are presently nor will in lulure availof financial assistanc€ lrom another NGO or any other source, for the sam€ patienucase, as w€ ar€
requesting to get lrom Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. It the requesled assistance is not granted
by Koshika Foundalion, in part or in full. then the Hospital reserves it's righl to make up the shortfall from anothor NGO or any other sourc€. Thls
confirmation essenlially states that the Hospital vvill not avail any duplicate assislance for the same patienucase from any othsr NGO or any oth€r source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuproc€dure advised/cuducted by the Hospilal on the
paljent, is based on the arrang€ment between lhe palient & the Hospital, and is in no way inffuenced by Koshika Foundalion. Hence, the Hospital will
assume sole & cornplete responsibility ot the treatmont & it's outcome & $fety ofthe patient, and Koshika Foundation will have no role or responsibility
in he matler.
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Consultant, Medical Sup€rintendent,

Cornea, Cataracl & Rerractive Surgery
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1) By affixing my signature or humb imprcssion on lhis Form, I (Applicanu hereby agree & authorise Koshika Foundation and il's Trust€es to

use/publish/put-up/reproduce my name, address, photo & details ot lhe 'purpose', lor whidr such assistance is requested/granted. th.ough any
rnedium. lncluding but not limited to verbal, print. eleclronic, for soliciting donations fo. Koshika Foundatioo and/or disseminaling info.mation about it's

activilaes/achievements Such use ol my photo & detrails can be made by Koshika Foundation belore or aner my treatment or fulfilment of the 'purpose'
lor whach assistance is being requested.

2) I (Applrcant) turther agree lhat any such use ol my name, address, photo & details of the 'purpose', for whict such assistance is .equesled/grant€d,

will not automatically enlitle me for receiving or continuing the said assislanco. Th€ decision for granling and/o. @nlinuing the assistance will rgst solely
walh the Trusts€s ot Koshika Foundation, and their decision is this regard will be final and acc€ptable to ms.
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