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1) I hereby confirm that all details,n this Form are True lo lhe besl of my knowledge. Any false stalement wil, render my Application E ongoing assisrance, if any,
liable for,ejection/cancellation.

2) I solemnly confirm that assistaoce, if received from Koshika Foundation. willbe used only for the'purpose', 6s stated in this Form,lor which such assistanc€

was requestd by me.

3) I hereby confirm that I have nol E will not in future, avail of rcrmbu.sement, in part or in full, from any other sourco/employer/insurance company, of the a.nounl

lor $/hich this assistance is reque3ted.

l) q sicltt 6{ir t fu w yr6a i ki 'rA 
q{t fqq<q tt mcr0 * rgen ce qc sA cft 6li Es<q qri crr rriv rnr urn t il it quqn f{Rr d cl sst

2) li Em ql Er.rdr {ft'qifrrfi srrC{?", t d qr rd t, Er+r tcdq vO rkq d$ +Hfcqr trn, ql I{ rrf,q il q{ TqI

i){\tu6crtfdiqqrwrmtg<rrr*lr+t'ril,asnfucrqRr6ltrd'ef*tffilrqah6rdqcrtqr6q-{iaiifrql*lchaiqneiltrr

DECLARATIOT{ byAPPLlCAtlT: eri",q ERr dqsn rr:

AGREEMENT by APPLICANT ( E{r EIR)

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

qric-d + E{ tr{ qr ei13 ar ftrn

AGREEMENT by HOSPITAL (dFdM llr{I {-M)

DED FORACCEPTEiICE

+ f€q {qFd
R

Mr. LakslrmiPathi tr
otrtcech

N natorya sis
stsnob dfolunit(A

dfir+l 6ffi&Th1I 6i/M

Cornea Cataract & U erg |,r
st

(A

KW

N N
Coosultant, Medical ntendent,

p-s \to\zz

Date of Surgery

aiqen a1 mfre

F0R INTERNAL USE ot KOSHIKA FOUNDATION sr<ft'6 i!d,r i(
SIGi'IATURE of TRUSTEE 2

qrd ERlc{ I
SIGiIATURE ol TRUSTEE 1

ard rmnq I

1) By atfixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and its Trustees to

use/publish/put-up/reproducc my name, add.ess, photo & delails of the 'purpose', for whict such assistance is requested/granted, through any

medium, including bul not limiled lo verbal, print, electronic, for soliciting donations for Koshika Foundalion and/or disseminating intormation about it's

activitieslachievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fullllmenl of the 'purpose"

lor whrch assislance is being requcsled.

2) I (Applrcant) further agree thal any such use of my name, address. photo & delails of the "purpose', lor which such assistance is requested/granted,

wrll nol automatically enlitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees ot Koshika Foundation, and their decision is lhis regard will bo flnal and acceptablE to rne.
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By aflixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financial assislance from Koshika Foundation, we

(Hospital) hereby affrrm & accept following:
1) that we neither are p.esently nor will in future avail of financial assistance lrom another NGO or any other source, for the same patienucase, as w€ are

requesting to get from Koshaka Foundation, to the extent that such assistance is granted by Koshika Foundation. It the .equested assistance is not granted

by Koshika Foundation, in part or in full. then the Hospital reserves it's right to makE up the shortfall hom anolher NGO or any othor source. This

conlirmation essenlially states that the Hospital will not avail any duplicate assistance for the same patienucas€ from any other NGO or any other sou,ce.

2) The assistance Irom Koshika Foundation is only financial in nature. The choice ot the treatnenup,ocedure advised/conduc,tod by the Hospital on lhe
palient, is based on the arranggment between the patient & the Hospital, and is in no rvay influencod by Koshika Foundation. H€nc€, th€ Hospital will

issume sole & complete responsibility of the treatment & it's outcome & safety oftho palient, and Koshika Foundation will have no role or responsibility

in the matter.
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