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DECLARATIOiI by APPLICAa{T: lErt(fr !I{I dsofl ci:
1 ) I hereby confrm tlat all details in this Form are True to the best o, my kno,,vledge. Any fals€ statemenl will render my Applicatiofl & ongoing assistancs, il any,

liable for rejecliory'cancellation.
2) I solemnly confrm that assistance, if received from Koshika Foundation, will be used only for the'purpose", as stated in this Form, for which such assistance

was requested by me.

3) I hereby clnfirm thal I have not & will not in future, avail of reimbursernent, in part or in full, from any other source/employer/insurance @mpsny, o, the amount

for lvhich this assrstance ,s requested
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,.GREEMENT by APPLICANT (or+(6 BFr 6(r()

1) By afiixing my signature or thumb impression on this Form, I iApplicant) heleby agroe & aulhorise Koshika Foundalion and it's Trustees to

use/publish/put-up/reproduce my name. address, photo & details ot the 'purpose', for which such assistance is requestedigranted, through any

medium, includinq but not limited to verbal, print, electronic, for soliciting donations for Koshika Folindation and/or disseminating inlormation about it's

activities/achievemenls. Such use of my photo & details can bg made by Koshika Foundation before or after my koatmsnt or fulfilment ol the'purposE"

for which assistance is being requested-
2) I (Applicant) further agree that any such use of my name, address, photo & dEtails of the 'purpose", for which such asslstance is requestgd/granted,

wilt not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistanc€ will resl solely

with the Trustees of Koshika Foundation, and their decision is this regard will b€ final and acceptable to me.
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By affixing hereunder, signature of our Authorised Signatory lor recommending this case/palient for flnancial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accepl followingi
i;that we neithir are presentlynor will inluture avail of financial assistance from anolher NGO or any other sourc€, fo. the same patiEnuqase, as we are

r;questing to get fiom Koshik; Foundation, to lhe extent that such assistance is granted by Koshika Foundation. lflhe requested assislanae is not granted

by Koshik"a Fo-undation, in part or in full. then the Hospital reserves it's right to make up th€ shortfall from anoth€r NGO or any othor source. Thls

cinfirmation essenlially st;tes that the Hospital will not avail any duplicaie assistance for th€ same patienucsse from any other NGO or any othe. sourcs

iiih. 
"i"etincu 

fro|.ri Koshika Foundation is onty financial in nature. The choice ol the treatmenuprocedure advised/conducted by the Hospital on the

litient, ii OaseO on tfre arrangement between thepatient & th€ Hospital. and is in no way influenc€d by Koshika Foundation. Honce, the Hospitalwill

issume sole & complete resp;nsibitity of the treatment & it's outcome & salety ofthg patient, and Koshika Foundation will have no rolo or responsibility

in the matter.

6ct qtu{i, FtaRrt ql d( t qrErd,,{i,fr 6i "iiftl6r srrS{H" t ftirc {ficdr tg ffi{ +1 ird t, frC ttl (rmw) ftEl rqn t qI{ s f+6R 6{t tr

l) q6 i6 r {+qH fi r 6 qfiq { fdfdq srrcdr ffi lk Tf+rt rirqn qr ffi srq stt d r* r}fr.ql{d i dt qr d rt t, tt f+ Eqi 'qifiI6t 'Erlren?"

t fisqrfi:vffit r< d qEq I "qtftrfl srr*m" Em cfi t( f6 tr qfr '6itr6l qrr*rn' gm strca frrfi rrFm,T ro fu rgr rO frqr q t ii lFqdla

ffi q-< lh srdTt trqr qr ffi :rq a-;mqr t rrrq-n dt rr eFr*n Efta ru-n tr rq lfr { se str cm I fr qffim Efrq q< sfir n*/ctce & frd
Itt qr*r0 rirsr qr ffi rrq rrql t qd dqtr&flt

2. 
,,6tfrF6r sB-€{r{,, t d 'ri (?Erm dq-d frfdq rfr d lr r}fr q{ *rtm ER <i rr{ mE ql ftd rra uT{Rtrfrql 6t SiIc tfi qc

i *s 6r i{sq t qh "6iRr6r srr*rq" Em ffi mn cr al{ rcrs r0 tr rsH f,s a I r}'i * rarc $ql qk aH cri d fio
d rtn ift{ "6tR'6I' 61 oli tft-+r qr fqffi w qrqd I rd rtfrt

EgiIFI

Brr+<q +

AGREEMENT by HOSPITAL (E.giTa !m fiR)

ACCEPTEXCE

riqfd
RECOMM iN

+ fdc fibneaor olrtradt

(A wtt cl Shrddtrr Eyr Crre Trur)
t 16/M, Ttinrra.h Rd.l, lrlb TrrI.Baa Araa

(Name, 0esignation & Stamp ol Authorised Signatory

on behalf of Hospital)

fi s Y( Ewdlil qFr{i qfirdlfi

MS Consultant 0Phlhatmologi$
alore Diabctls & ii': Hcs;ililBang

(Au nir dFghdlldhL,h[u-

oate of Surgery
ofctw qt crtc

qlnfr6 Bcd,r t(
?SE of KoSHIKA FoUilDATlot'l

K

SIGI{ATURE of TRUSTEE 2

AIfr ERIfi Z

SIGNATURE of TRUSTEE I
ars r6H{ t

30-11-2024

APPLICANT'S SIGNATI,'RE OR LEFT THUMB IMPRESSION :

I


