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DECLARATION by APPLTCANI: qrt<6 U( siqql rx:
'l) I hereby conf,rm that all delails in his Form a.e True to the best o, my knowledge. Any falso slatement will ronder my Applrcation & ongoing assistanc€. if anl

liable for rejeclion/cancellation.
2) I solemnly confim that assistance, it received ftom Koshika FouMatlon, will be used only for lhe "purpos€', as stated in thls Fofm, for whlch sudr sssistance
was requested by me.

3) I hercby confirm thal I have not & will not in fulure, availof reimbursement, in part or in full, from any olher sourc€/employer/insurance company, oI ihe amount
for which this assistiance is requesled.

l) S sicri 6rdr tf6 y€ noq t ka 'ri r* hqcr *0 cn6r0 * lrdsK {-iq qc {6 tr qR +ii Eq{q qd cw aee vo lro t nl tt wrqrn f*er d s;O fi
2) ii Em d {6rl, rrRr '+iRrfi $rc+flr', i d qr rtl t, T{r+r Bcqi,r sS Tkq d $ + H fc,a ert,tr, d E( lrrc I trt 'rcr tr
3) d 5te 6rdr tf6 fq( €6rrdr t qr yI+{ fr1 ri t, s( l|tu 6r mn|6 ql m-f, fw ffi qq ilvFidqqdql 6q{ i e it foqr I qt( r d qfre { tlt

Em 6IR),cREEftlE {T by APPLICANT (

fflmi6lqr+<* i

AGREEi,ENT by HOSPITAL (igfla ERI 6{R)

RECOI,lMENOED FOR ACCEPTET{CE

ff+fdq{t(rd

sl+ls
Date of Surgery
srictYfl sl arts

Dr. IVI-PAI'iTTIBA INBBS.
MS Consultant 0phthalmotogisl

$L%gtf, &.elffi 
"* 

f;J Eill gERilF I
o t S$rddfi aqmr0em- Rdd I )

Bangal
(A unil

llll. Lfll\ol Ilrlll nrrrr r!

Senior lJlanaqer

(ttame, fll*Ift&f,rQltff,ff$SA&'ff8fo signetory

DtAB E Ig&OaEVErd0ePlTAL
r n,,..;r1& lKEflffi Fli%S!ffi trust]

anagar, Bangalore-52F0uti0ATr0r{

SIGi{AIURE ol TRUSTEE 1

qld rmrrfi t
S|GI{ATURE ofTRUSTEE 2

qfl renm I

{

'!) By affixing my signature or thumb impression on this Form, I r'Applicant) hereby agree & authorise Koshika Foundation and it's TruEtees to

use/publish/pulup/reproduce my nane, address, photo & detalls of the 'purpose', for which suct assistance is requ€sted/grantsd, through 8ny
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminaling inlormation sbout it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundatlon before or after my treatm€nt or fulfilm€nt ol the'purpos€'
for whlch assistance is being requested.
2) I (Applicant) further agree that any such us€ of my name. address. photo & dotails of the 'purpose". for which such assistan€t is rgquggtsd/grantsd,

wi not automatically entitle me for recaiving or continuing the said assistancE. The decision for granting and/or continuing the assbtrancs will rgst solgly

wath the Trustees of Koshika Foundation, and their decision is this regard will be final and accaptabl8 to me.
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By affixing hereunder. signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hosprlal)hereby affirm E accept following:
1) that we neither are presently nor will in future avail of financial assislance from anolher NGO or any oth6r source, for the samo patient/case, as w9 are
requesting to get from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation. in part or in full. thsn the Hospital resorves it's right to make up th€ shortfall fiom another NGO or any oth€r sourc€. This
confirmation essentially states that the Hospital will not avail any duplicatg assistanca for the same patisnuc€s6 from any other NGO or Eny oth6r source.
2)The assistance from Koshika Foundation is only financial in nature. The choica ofthe treatmenuprocodure advised/conduc{€d by th€ Hospital on th6
patient, is based on the anangement betrveen the pati€nt & the Hospital, and is in no way inffuenced by Koshika Foundation. Hence, the Hospilalwill
assume sole & complote responsibility ol tho treatment & il's outcome & safety ofthe patiBnt, and Koshika Foundation will have no role or responsibility
in the matter.
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