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DECLARATION by APPLTCANT: otd({ Em dqqr ll7:

1 ) I hereby confrn that all details in this Form are True to the best of my knowledge. Any false slatement will render my Applicalion & ongoing assistance. il any,

liable for rejectiorvcancellaliofl .

2) I solemnly confirm that assistance, if received lrom Koshika Foundation, will b€ used only for the 'purpose', as steted in thls Form. tor which suc+l assistance

was requested bY me.
3) I he;by confi; that I have not & will not in future, avail of reimbuEement. in part or in full, from any other source/employer/insurance comp€ny, of th€ amount

for which this assistance is requested.

r l d qlcqr scd t fd w nsc i Ri Tt {S frq{q tfr qr{fio + a-gen v< qri {d qft 6t{ frs{q qd 6ql qelq clqt qr t d +0 qw fir€r d cI afiff

2) ii ERr d s{rqfl rlf{ "dRr+I src3yn', i d qr d t, ssdr 3cd'I TS skq s1 $ + tr frql qftfi, qi !s rrcq { m rql i
3)dg6err( tf6 tq( s6rq t{ qr ef{ l1 d t, cc {ftr 6r {frr6 cr ma frwt ffi lrq uhrfrqte-6/*qr 6!c{ t trl fta t qhrfr qfrq { dnt

,,GREEiTENT by APPLICANT ( Em q.fi)

AGREE]iIENT by HOSPITAL (6gnr( Em 6(R)

FORACCEPTENCE

f€q riEfd+ il{

tl

nior ManagelSe
0nEH BANGAL

tl unit oi6Hmdd{ii
rust)

signatory
-_I'I. 

lYI: TAPTTEIII MU6U,

MS Consultant 0Phthalrxologisl
Banqalore Ciabetes d,. i.- - :'asi:ital

rn,'nffiff$ffiffif.r\t)

oate of Surgery
diciflr 6i ilfrg

.A\n6
ifrdilnm rouromon F<h*frtkn a s a r' ts an garu' e- "-

SIGilATURE ofTRUSTEE 2

qr$ rsrqr z

SIGIiIATURE of TRUSTEE I
qS rmm r

/

1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Truste€s to

use/publish/put-up/reproduce my name, address, photo & details of the 'purpose", for which such assistance is rsquesled/granted, through any

medium, inctuding but not limited lo verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundatlon belore or aft€r my treatment or fulfllment of ths 'purpose'

for which assistanc€ is being requested.
2) I (Appticant) further agree thal any such use of my name, address, photo & details of the 'purpose", for which such assistance is requostad/grantsd,

wil not automatica y entitle me for receiving or continuing the said assislance. The decision for granting and/or continuing the assist€nca wlll rssl sololy

with the Trustees of Koshika Foundation, and their decision is this rogard will be llnal and acceptabl€ to m6-
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By affixing hereunder, signalure of ourAuthorised Signatory for recommending this case/patienl for financial assistance from Koshike Foundation. w6
(Hospilal) hereby afiirm & accept following:
il thit we neither are presen{y nor will in tuture avail of financial assistance from another NGO or any other sourca, for lho same patignuc€s8, as we are

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

by Koshik; Foundation. in part or in full, then the Hospital roserves it's right to make up the shortfall from another NGO o. any other source- This

c;nfi.mation essontially states that the Hospital will not avail any duplicate assistance for th€ sam€ pationucase from any other NGO or 8ny other source

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenvprocedure advised/conduct€d by the Hospital on the
p;tient, is based on the arrangement between the patient & the Hospital, and is in no way infiuencsd by Koshika Foundalion. Hence, the Hospitial wili

assume sole & comptete responsibility of the troatmenl & it's outcome & s8fety of th6 patient, and Koshika Foundation will h8ve no rol€ or rssponsibility
in the matter.
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