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1) By affixing my signature or thumb impression on this:Form, | [Applicant) heteby sgree & aulhorise Koshika Foundation and if's Trusises lo
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By aflixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospital) hareby affitm & accapt following:

1) that we neither ave presanily nor will in future avail of financial ssdistance irom another NGO or any other source, for the same patienl/case, as we are
requesting to gel rom Koshika Foundation, (o the axtenl that such assistance is granied by Koshika Foundation. If the requested assistance is nol granted
by Koshiks Foundation. in part or in full, then the Hospilsl reserves i's right to ' make up the shortfall from ancther NGO or any other sourca. This
confirmation essentially states thal the Hospital will not avall any duplicate assistance for the same patienticase from any other NGO or any other source.
2) The assistance rom Keshika Foundation is anly financial in nature. The choice of the treatmentiprocedure advisediconducted by the Hospital on the
patient, is based on the arrengemant between the patient & the Hospital, end s in no way influenced by Koshika Foundation. Hence, the Hospital will
sssume sole & complste responsibility of the treatmant & s outcome & satety of the patient, and Koshika Foundation will have no role or responsibiiity
in the maltor,

vt sfi, e F oA f weaarl el st @ il e @ S W own £, B e (reee) Fee v W v w wiem s

1) W % T W wdee s 3 sl o fafm wwmm fe fowoed sem el s wi @ oTw e F W owm A oo & 49 e e wrmT
 fawinfin 7 € waw o “wifee wem” g o 6 S § oo e erstet oo we fefy seaee B v ) few o € @ s
Tl 5= T e e w el wE @ e W sfeen g T b e g F e v o e i s e it iy fe
By wewd e wm Fe W s B 9 S

2 it Wi A A e e ff o Wbl v o go @ o s o s W e e o e

# 9 W e # i “wiivw st g e wen W s o & ovEi v F il ver e ah o A 9w faded o oF e

W wit sh Y wifen” ®) i ofrw m faked o o d af e

% fom s Suisn gragidm sgiiser

| On.Sdde :f?%ﬁﬂmmﬂﬂE OBTOMAVHITTDAS———

‘J.L‘“'s-‘?,s? ‘ Gold Madaiicy SANKARA EYE INSTITUTE
s L Reg no. O35
(3 'I'r“’ . ] e (Name, Designation of Authorised Signatory
oM (Name of Dr, & Regn. B, with Stamp) Hospital)
TR F A 1111 AW i s
FOR INTERNAL USE of KOSHIKA FOUNDATION =% 39am 77
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T | = TR 2

o BAE

23.09.2022



