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1) I hereby confrm that all details in this Form are True to the best of my knowledge. Any false stratement will rendor my AFplicaton & ongoing assistancs, if any,

liable for rejection/cancellation.
2) I solemnly confirm that assistance, if rec€ived trom Koshika Found€tion, will be used only for the 'pu rpose', as stated in thls Form. for which such a$iEtance
was requesled by me
3) I hereby clnllrm that I have not E wiil not in future, avail of rermbursement, io parl or in full, from any olher source/employer/insurance company. otthe a
for which this assistance is requested
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,,GREEMENT by APPLICANT ( ERI 6(R)

1)By affixing my signature or thumb impression on lhis Form, I iApplicant) heroby agree & authorise Koshika Foundation and it's Trustoss to
use/publish/put-upreproduce my name, address, photo & dctails of the 'purpose', for which such assislance is requested/g.anted, through any
medium, including but not limited to verbal, print. electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
activities/achievem€nls. Such use of my photo & details ca4 be made by Koshika Foundalion before or after my lreatment or fulfilment of the 'purpose-
for which assistance is being requested.
2) I (Applicant) furlher agre€ thal any such use of my name, address, photo E details of the "purpose", for which such assistance is requesled/grantod,
will not automatically entitle me fo. receiving or conlanuing the said assistance. The decision for g.anting and/or continuing the assistanc! tvill rest solely
with lhe Trustees of Koshika Foundation, and their decision is lhis regard will b€ final and acceptablg to me.
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By affixing hereunder, signature of our Aulhorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm E accept following:
1) that we neither are presently nor will in future avail of financial assistance fom another NGO or any othor source, for the same patienucasg, as we are
requesting to get from Koshika Foundation, to lhe exlent thal such assistance is granted by Koshika Foundalion. lf the requested assistance i! not granted
by Koshika Foundation, in part or in full, then the Hospital r€sorves it's right to make up the shortfall from another NGO o. any othsr sourcs. This
confirmation essentially siates that the Hospital will not avail any duplicat€ assislance for the same patient/cass from any other NGO or any oth€r source.
2) The assistance from Koshika Foundation is only financial in nature. The choic€ of the treatmenuprocrdure advised/conducted by the Hospital on the
patient, is basod on the arrangement betwoen the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospitalwill
assume sole & complete responsibility of the treatment & il's outcome & safety oftho patienl, and Koshika Foundation will havs no role oI.osponsibility
in the matter.

Eqt iitrfd, E€rcrfr 61 !st{ t clEdd'fl 6i 'aiftrfir srr+flr' t fqidc {o{ tg ficEftr an crd t, fiiC (q (Es E) f{q !-6rt t cr{ q Et{T{ fr{i tr
r)qEfrriic-dqn3tRrtqfrq{fsfdqsu{ttFEdrnsr*ririsnqrffirrqElairnri,ftnrqd{dtqrdrit,+ifrrci'ffir,a$rr*{rr"
t ffirvtfift a-+ d r.sq { "qiRr*I $r+{r' ERr c< tg fd qR'ciftrut $rc+rtr'Em {urdr fircfd qfrr+/s;-f, t( rd{ afi frql sm t ii lrsire
ffifl q-{ tR Tr6rt rigrl qr ffi r< q-*Itr{ i {rrrdl +i 6I qftrdr g(kn {utr *r wfe{wra mntfr qs F frfrq q<< aR rhftAc{i *{ frd
It{ {1610 {*ql cl ffi rq rrw t rd drnrdrtr

I "6iRl6r srse{Ir" t d 'rt wr{dr +nd fsfdq r{fa e1 tr tff c{ 6s a !r{ { d mlf, cr ffi Ta a-<rufr,o er gm trft qE rmre
* *s 6I frcq I oft "qtfrffir srr3ffi" lRr ffi mn qr ct{ <<n rd lr EsH rsnrra { tfl * rurc grm otr qri qd 41{rt f{ffi ri{ qc aE l"
d it'fr qt{ '6iRrtr" El oii $-+r qr tuffi w crrd { rA d!frl

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION

on+te + tfiH

AGREEMENT by HOSPITAL (6qdla ERr 6m)

Dr. M.
NDED FORACCEPTENCE

+ f€q ffid

rY\d"rr

Date of Surgery
ofqt{R q1 irfrs _ 

MS Conliiiant Ophthatmologisl
Bangalors Siabetes & Eye Hoipital
(A un it 

6Ja,fri6#,{mf,,yE,!rare*uttvasaniBft"ilm Earlaffi-62

(Nane, Designation & Staqp ofAuthorised Signatory

rA :,riii or U:iUffma$ryO$ryfu'

(\Y

Klv}6iltgr&1fi0d SE of KOSHIKA FOUNDATIoil 'h{f,fl ffifi t{;r t, B,rflrliIur r-"'''

SIGi{ATURE ol TRUSTEE 'l

qTS ERIfi I
SIGI{AIURE of TRUSIEE 2

qld ERM Z

/

30-11-2024

4--F


