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DECLARATION by APPLICANT: Mrfcs g whem wy;
1)) hotoby confirm Bal all detmds in this Form are True Lo the besl of my knowledge. Any false staloment will render my Application & ongoing assistance, f any,
imble for nemcton'cancedlation,

2) | solemnly confirm that sssistance, I recelved from Koshika Foundation, will ba used only lor he *purposs”, as alated in this Form, loe which such sssistance
was requested by me

3} 1 harwby confirm it | have not & will not in Ruture, avall of reimbursemant, in part or in Adl, frem any offer sourcelemployerfinsurance company, of the amourt]
for which this sssistance & requesied
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AGREEMENT by APPLICANT [ mwees o7 o)

11 By attxing my signatiure or thumb impression on this Form, | (Apglicant) heraby agree & authorise Koshiles Foundation and it's Truslees 1o
use/pubiish/put-up/reproduce my name, address, photo & details of the “purpose”, for which such assistance is requasted/granted. through any
medium, inoluding but not Iimited 1o verbal, print, slectronic, for seliciling donations for Koshika Foundation and/or disseminating infarmation sbout it's
activities'schisvements. Such use of my photo & detalls can be misdi by Koshika Foundation bofore or after my treatment o fullimant of the “purpose”
for which assisiance |s being requesied

) | (Appicant) further agroe thal any such use of my name, address, pholo & details of the *purposs”, lor which such assistance is requesied/granted,
will nol automaticaily entitle me for receiving or continuing the said ssistance. The decision for granting and’or continuing the assistance will res? solsly
with the Trustees of Kashika Foundation, and thelr declsion ls this regard wit be final nod acceptatle to me.
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AGREEMENT by HOSPITAL (vwmm pu wam)

By affixing hereundar, signature of our Authorisad Signatory for recommanding this case/patient lor financial assistance from Koshika Foundation, we
{Hospitad) hereby affirm & accept fallowing:

1) that we neither are presently nor will i future avail of finencial assistance from anather NGO o any othar sourca, fof the same palienl/cass, as we ane
requasting o gal from Koshiks Foundation, 1o the axtent that such assistance is granted by Koshika I the requested assistance is nol granted
by Koshika Foundation, in part or in Ull, then the Hospital resarves [l's righl io make up the shorifall from ancthar NGO or any other sourcs. This
confinmation sssentially states Ihat the Hospital will not avall any duplicate asslstanca for the same patient'case from any other NGO or any other source.
2} The assisiance from Koshika Foundation is only financial in nature. The cholce of the treatmentiprocedure advisad/conductad by the Hospital on th
patient, bs based on the arrangemant between the patient & the Hospital, and is in no way influsnced by Koshika Foundalion. Hence, the Hospltal will
assume sole & complets responsibliity of the treatmant & [1's oulcome & safety of the patient, and Koshika Foundation will have no role or responsibility

In tha malier

vt sifign, et o s @ awRah S e s W i weem g feeftn o) et 3, P e () P owen @ e w i s

1) o fs 9 @ s ol 7 wiew o ffe e el Bownl s w felt a w3 e Pt A e A o § B el s s
# frmitnvedh 79 o won 4 “wifw v on v g e b ol Csifew westve oo ewen el afoeee t W few e € o svEe
forslt o e s wfvm W ferlt e W ® W A ow afeer g T o e o e s w § fi v firf e s delyed y e
Wy wrrlt e w e s we @ ) A

2 “wifvsr w6 o v werem W fufe vl st & 0w s pe o of wew o fed ) TvavsiEn W e o e

® dine w fove ol “uifiee ersshe” o el v W e ol B petel v F 00 8 puw gom s st o o sl Pkl 3 o W
wi wirft sby “wifiee” = Wiyt W facipl w s F e

L RECOMMENDED FOR ACCEPTENCE

whedt & fog i
Date of Surgery ur. Mohy, Rameez Keza ES v
st 1 i 4 B85, M.S. Ophthalmolagy :

C

olifer | s

FOR INTERNAL USE of KOSHIKA FOUNDATION  rifte 7vam %

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=l W | R TR 2

Y BAE




