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DECLARATION by APPLICANT: 0lr+(6 Em Ssqr rrr:

1 ) I hereby confrm that all details ln fiis Fonn are True to lhe besl of my knowledge. Any false statement will render my Applicaton & ongdng assistance, it any,
liable for rejectiodcancellation.

2) I solemnly cufirm that assistance, if receivgd lrom Koshika Foundation, will be used only for the "purpose'. as stated in this Form, br which suct! assistance
was requested by me-
3) I hereby confirm that I have not & will not in fulure, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the amount
for which this assistance rs requested.
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,,GREEME by APPLICANT ( Em 6rr{)

1) By afilxing my signature or thumb impression on lhis Form, I iApplicanl) hereby agree & authorise Koshika Foundation and ll's Trustees to
use/publish/pi.rt-up/reproduce my name, address, photo & details of the 'purpose', for rvhich such assistance is requestod/granted, through any
medium, including but not limiled lo verbal. print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
actjvities/achievem€nts- Such use ol my photo & delails can be made by Koshika Foundation before or afler my treatmgnt or fulfilm€nt of the'pu.poso"
for which assistance is being requested.
2) I (Applicanl) fudher agree that any such use of my name, addrgss, photo & details of the 'pu.pos€', for which such a3sistance is rgqusgted/granted.
will not automatically entitle me for receiving or continuing the said assislance. The decision fo. g.anting and/or clntinuing the assistanc.e will r€st soloiy
with lhe Trustees of Koshika Foundation, and their decision is this regard will b6 final and acceptable to me.
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By affixing hereunder. signature of our Authorised Signatory for recommending this case/patient for financial assastance from Koshika Foundation, we
(Hosprtal) hereby affirm & accepl followrng:
1)that we neither are presently nor will in future avail of financial assistance from another NGO or any othgr source, Ior the same patisnucase, as we are
requesting to get from Koshika Foundation, to the extent thal such assislance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation. in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. Thls
conflrmation essentially states that the Hospital will not avail any duplicate assistanca for th6 samg patienucasg from any other NGO or any othgr source.
2) The assastance from Koshika Foundation is only linancial in nature. The choica ol the treatment/procedure advised/clnducted by the Hospital on the
patient, is based on the anangemont betwegn lhe patient E the Hospital. and is in no vyay inf,uenc€d by Koshika Foundation. Hence, the Hospital will
assume sole & complele responsibility of the treatmenl & it's outcome & safety of the pati€nt, and Koshika Foundation will have no role or responsibility
in the matter.

rnt efu5, rmwi o1 3f{ t qrrdrt fl 6t "EtRr6I r6rre{r' t iifrl wtrrcr fu ffivr 61 qfl l, fird 5r (Esdr€) fiq r+n d qrq s d6R 6d tr
r)qtf6idTdcrcaftrdqfrq{fqFdqqwrdrffirnrr*rt{snqrffiq-qr*clr<ri,innd{d'iqlddl,+{frqi"sifimsre*{r{"
d ffiyriffi B-fi d teq { "clfir+r mrirn" !m c<< t{ f6 tr qt 'etfitar \rrg.Cfi' Eru slTT fufi aftr6rece tg E$ r* Fqr cRr I d qRirs
FES !r,4 t{ tr6rt drql qr ffi.:rq vqnn i srrdr di 6r sFr+n lGra tvntr wlft{Re6r sr lfr qmrm R&qq<ta rHnr*i tg fiFS
t< <rcrt rtplr qr ffi r< ww t rfl trvdrfrr
z. "aifrrn qrJeflr" t d d sEq.dl Sq-f, fdf q r{fr e1 tr ri'fr c{ r{TdrR rm{{ mn qr H,ri 3!-qrvlfrqr 6r E qt'frw [Fffa
ddqcrisqqt s { "6itmr sr.*lrr" Erffi y{R *l 6l{ qcrs rAtr g€ft{i (I{drd { tfr * rers nru ek qri cri d rrt ffi r}t qc rs d
d rl,fr oft'6lftr6r'd qli lFr*r qr trffi tq qrq-d { qd t}rir

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION

qT+fi .i r<rsrt qt er'1a ar ftm

I() 
"

RECOMiIENDED FOR ACCEPTENCE

ff..+ fdc ffd lb I twa',----

,+.{q[*-

Date of Surgery
3rictYn 4i irttq

E.qnmi srorfij n[$l fl0. &ir uenff p s p il al
( A urt$Bf{liErtjffilF $&th ro itust) H:P*ffi

8BS.

MS Consultan hihalmologist,l
Dr. M.

\' :r:r rrcR tNTESirAL USfr gilh8lfi (AFOUNDATTON .mfr+ uflffit ,, 
"., - o. ; ; ;;;r: ;i: -::: "1

SIGNATURE of TRUSTEE 1

ard ERrn r

SIGI{AIURE ot TRUSIEE 2

ad rsm z

/

30-11-2024

f

AGREEMENT by HOSPITAL (ERirrcr ERr iflR)

4fr


