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DECLARATION bY APPLICAII: qTi(6 !M dCqI Y{:

1 ) I hereby confirm thal all details in U s Form are True lo the best of my knowledge. Any lalse statement will render my Application & ongoing assislan@, if any,

liabl€ for r€i€clirxvcancellation.

a iiiiir"fi-[-'ii--iftiriass;rstance, it receiveo from Koshika Foundation, will be used only for the'purpose', as stated ln this Forn. for which such assistance

mebyrequested the amountor n anfrom othem menbursefututn availTC re t,ofEnot not parthave
steds requ

qI61 irr6frtt f{R{€FrdlCIqIq{Idl tqrdlt{d{q +nqf{ qs+sr6rt sd 6riTS,ri tt c{fss0rcxlsq Rq SIFR4-GIsiq"n f6{ lq
rT{Id IqIqlqrhr ITSAI61 H f6qr $TSJctqg{IfiI 3kqc {E $srd-+{?qiRrdr{frlii TEFTdIsl

q\ fr cfrqd6qn ?qr f ftrrgFIffi Eid,fr+d6,q1qli{tt66I Rf'6qt BFtEi filE{yr*{I ,ri tfqq IGFTd]6,GIq t(3 $
e 6{R)AGREEMENT bY APPLTCA T (

APPLICAI{T'S SIGIIAIURE OR LEFT THUiIB IMPRESSION :

qri<* * rsrm qr ti$ at ftm

AGREEi'ENT bY HOSPITAL (WTNTO EM :TM)

Manager orrt"achRECOMMENDED FOR ACCEPTET{CE

ff + fdq ri<fd

(l{ame, Designation & Stamp ofAutholised Signatory

on behalf of HosPltal)

Rosd. MilLr Tsnk Bed A're,Thirrn iah
Shr.ddhs EYe Care Tnrs.l
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q q Y( Esdlo qn&il qffi
Dr. UOfeIrIlavar
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Date ol Su]gery
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SIGIIATURE olTRUSTEE 2

AId ERIq{ Z
SIGNATURE oITRUSTEE 1

arfr rmnn I

1) By aflixing my signature or thumb impression on this Form, I

use/publish/put-upkeproduco my narne, address, photo & detai

medium, including but not limited to verbal, print, glectronic, for

activities/achievements. Such use ot my photo & delails can be

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

ls of the 'purpose", for which such assistance is requested/granted, through any

sollciting donations tor Koshika Foundation 8nd/or disseminating information about it's

made b; Koshika Foundation betore or afier my treatmenl or fuflilment oI the 'purpose'

for which assistance is being requested.

2) l (Applicant) ,Udher agree that 3ny such use ol my name, address. photo & d€tails ofthe .purpose,,,or which such assistance is requ€ted/granted,

will not automaticaly entitte me for receivint or continuing the said assistance. The decislon for granting and/or @ntinulng the assistance rYill rest solely

with the Trustees oiKoshika Foundation, and thek dscision is this regard wlll be finaland acceptiable to me'

t) I( cq7 c{ qcl rfirR ql d,r3 41 Brq Eqr6'(, d (qri<6) !ffiff {tqft !i gE qiGI tqd'citl6l sd*t'1 qt rs+ qr$cl " d omq'd 6m (fr +( irc'

qin, qtd qk si frd{"I {( cqr { dFrd l, Bd "qtRr6l' qdt qrs, {r, q<rvql {d 31t{q t gd 'fitEftd 
qk BcaFd d H ff$ S veR qqq

{ yq'ft tri * fttq s'fr$ ll tt vqr tr frcor lt rfic * sd qI {< i u'd + ftc'slRl6r srEisr' c <rtfi qfr$

2) { (!sri<6) Yg rE * wrd tn6 *{ {q, rat, $ta qt{ lidol d f6 {[Ic * E(r?it r rtFft' t $ tfiI: {lFri|I rn !-6(t{ ird +6611 !q qdq iI

'ffin'wlwd <rfrrd 6r fidq sfrq .it rrq6rt dlllt

By affixing hereunder, signature of our Authori sed Signatory for recommonding this caso/patient tor financial asslstance from Koshika Foundation' we

(Hospital) herebY afiirm & accept lollowing
1) that ,xe neither are presently nor will in future avail ol llnancaal assistance from another NGO or any other source, for the same patienvcase, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is gra nted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in part or in full , then the Hospital reserves it s right to make uP the shorttall from another NGO or any other source This

confirmation esssntiallY states that the Hospitial will not avail any duplicate assistance ,or ths same patienUcase from any other NGO or any other source

2) The sssistance from Koshika Foundation is only financial in nature The choics of the t eatmenuprocadure advised/conducted by the HosPital on the

patient, is based on the arrangemont between ths pationl & the Hospita I, and is in no way influ8ncsd bY Koshika Foundation. Hence, th€ Hospital will

assume sole & complete rcspons ibility of the keatrnent & it's outclme & safBty ofthe pati€nt, 8nd Koshiks Foundation will hav€ no role or responsibility

in lhe matter.
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3) I hereby conlirm that I

for which this assistanc€
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