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DECLARAnOfl by APPLTA'{r: iqr,i<$, ERr Eilqr !x:
1) I hgreby confrm lhat all dotails in tiis Form are True to the best ol ny knowledge. Any false slatement witl r€ndqr my Apptkation & ongoing assbtanca, i, any,

liable fo. reiectiodcancellation.
2) I solemnly confirm that assistance, if received hom Koshika Foundation, will be used only lor the'purpose', as sbted in this Fom, ft,r which sudr assistanc€
was requested by me.
3) I hereby confirm thal I have not & wili not in fulure, avail of reimbursement, in part or in full, from any other source/employer/insurance company, o, the amount
for which lhrs assistance rs r€questod
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TG ENT by APPLICANT ( Eru 6tr()
'l) By afiixing my signature or thumb impression on this Form, I iApplicant) heroby agree & authorlse Koshika Foundation and it's Trustees to
use/publish/put-up/reproduce my name, address, photo & details of th9 'purpose', for whlch such assistance is rBquested/granted, through any
medium. includinq but nol limited to verbal, print, electronic, for soliciting doflations for Koshika Foundation and/o. dis$erninating information about it's
activities/achievements. Such use of my photo & details can be made by Koshika Foundalion beforo or after my troatmont or fulfilmont ol th€ rpurposg"

for which assislance is b6ing requestod.
2) I (Applicant) furlher agree that any such us€ of my name, address, photo & dgtails of the 'purpose". for which such assistanca is rgquested/grsnlgd,
will not automatacally entitle me fo. recsiving or continuing the said assistance. The decision for granting and/or clnllnuing the assistance will r93t solely
with the Trustees of Koshika Foundation, and their decision is this rogard will be fin8l and acceptablo to mg.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patienl for financial assistance from Koshils Foundation, wo
(Hospital) hereby attirm E accepl following:
1)that we neither are presently nor will in future avail of financial assislanc€ from anolh€r NGO or any other source, for the same patienvcase, os we are
requesting to get from Koshika Fcundation, to the extent lhat such assistanca is granted by Koshika Foundation. lfthe roquested assistance is not granted
by Koshika Foundation. in part or in full, then tho Hospltal roserves it's right to mak€ up ths shortfall from anolhsr NGO or ary other sourc€. Thls
confirmation essentially states that the Hospital will not avsil 8ny duplicat€ as.gblanca lor tho samo patl6nucas6 from any other NGO or any olhor sou.ce.
2) The assistanc€ from Koshika Foundation is only financial in nature. The dlolce ot the treatnenuproc€dure advised/corducGd by the HosFital on lhg
pati€nt, is based on the arangement betwoen the patienl & the Hospital. and is in no way inlluenced by Koshika Foundation. H€nca, the Hospitalwill
assume sole & complete responsibility gf the treatment & it's outcohe & safety ot lhe patient, and Koshika Foundation will have no .ols or rsspon8ibility
in the matte.

{qlt qfufd, r<ffit d ${ i ercdd,n 6t "itfrm slr3w" t fsfdq €nrdr tg ffifl 61 qrd t, H rrt (f,FT f,) fre r*n I qr< c d6R Td tr
r) r[ f{ r ii Tdqtr slR r fr fiq { fridq s[rr fr$ lk T({rfr {tcH qr to0 q:r str i ra tinrqd il dt qr d rt t, id n6 f,ct "cifll6l $rrirB'
d fissfi{/ffid r€ d {qq { "61ftr6r srd+m' Em qcq *( f6 tr cfi'sinEr slT*!R'E{ sETdr fififd rcfrr6/{d€ tE rtr rfr ftqr qnr I ri qqnr
ffi rq lk sr*rt {sr q ffi lr< rqlqr t snq-a di sr qfifiR gft? rs }r wlfizilweeu crdr i ft cgtn fti*c q<< ilr n'i/{d +{ Fd
lh qrcrfr rim qr ffi lr< mrc t rf d,rd,ftr
z "qtfrmr rrrr*n't d ri s6rrdl +{d Ffdq rqfi +1fl trfl w g1ra16 6a{d m;1q;ft{ 'd z!-srvytfl 61 3rR tfr qc rF €
+ its 6I tqw I !Et{ "61fr'Tr src*m" Em fr0 r6R 6r rt{ <<n rfr tr vsH rsrare il tt * rsrs g(Br qt qri cr} d Rrt frffi t'ft Ci rmn
ql dt qh'trtfrr+t'81 cti tfr6r qr fqC{t w qrrd { rff d,ir

APPLICA}IT'S SIGNATURE OR LEFTTHUMB I PRESSION

!flr+<r d Esrcrt n iil3 or fim

AGREE ENT by HOSPITAL (6qdrg em cm)

RECOI{MENDED FOR ACCEPTENCE

ff * fnc {i<f{ f) 0I /1

oate ot Surgery
qicim 6i drfra

I

8S.

trano

Dr. M PA Mr
{Name,

OUT

XS
U'ffit^

Signatory

(A unit ol Sfioa0fitu+ofodlduflrouronlor offilth& EYE H0SFITAL 
..,^ ..-i. ^a cL-^alt^ E-- lr,'16 Yrxetl

st${ATuiliFlltJsf?eydr. Ddr rgi ors-o(
qrfr ERm l(MC No-9{5&I tas

/

30-11-2024

I

+le lag MS pprsulbnl

4fr


