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DECLARATION by APPLICANT: 3T&t& ZI NI TH:

1} i hereby confirm that all detaits in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance. if any,
liable lor rejeclion/canceliation.

2) | solemniy confirm that assistance. if received from Koshika Foundation, will be used only for the “purpose”. as stated in this Form. for which such assistance
was requested by me.

3} | heretry confirm that | have not & will not in future, avait of reimbursement. in part or in full, from any other source/employer/insurance company, of the amount
for which this assistance 1s requested
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AGREEMENT by APPLICANT (aiae® g #1)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/pul-up/reproduce my name. address. photo & details of the "purpose’, for which such assistance is requestedigranted, through any
medium, including but not limited to verbal, print, elecironic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
activitiesfachievemenls. Such use of my photo & delails can be made by Koshika Foundation before or afler my treatment or fulfilment of lhe ‘purpose”
for which assistance is being requested.

2) I (Appiicant) further agree that any such use of my name, address, photo & details of the “purpose”, for which such assislance is requested/granted.
will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
wilh the Truslees ol Koshika Foundalion, and Lheir decision is this regard will be final and acceptabie to me.
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AGREEMENT by HOSPITAL (¥Fem® BR &)

By affixing hereunder. signature of our Autherised Signatory for recommending this case/patient for financiat assistance from Koshika Foundation, we
{Hospital) hereby affirm & accept following:

1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patient/case, as we are
requesling 1o gel from Koshika Foundation, to the extenl that such assistance is granled by Koshika Foundation. If the requesled assistance is not granied
by Koshika Foundation, in part or i full, then the Hospital reserves il's nght 10 make up the shortiali from anolther NGO or any olher source. This
confirmation essenliaily states thal the Hospilal will not avail any duplicale assistance for the same patient/case from any other NGO or any other source.
2) The assistance frum Koshika Foundation is only financial in nature. The choice of the treatment/procedure advisediconducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influsnced by Koshika Foundation, Hence. the Hospital will
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in the malier.

Tt aiftgE, el € o A odATh W eife et @ fefa gemm g fawfn w5t o 2, ol () B R @ am o wimr @ b

1) 7 76 3 @ am s 9 @ whre o fafm avee e owe Yem o fed o wie @ s i d W 8w 3R or Cwie TR
¥ freffeafs 3o & oaw § “Fiften wRRmE" g v 3y & &) ai Fim sevR” I e fefy sfeese o R 0 B o @ s
el o R aeEd den @ fed o= TR @ weEm A W afuen gdve wm W gfe § @ ww owm @ B semm et e aw i dy P
N g wen @ fedl s WA R ol S
2. “wifim wEvE” A o wen dww fafm el € 8 B W reme o @ aew @ el ) sTEafEe w9 B o remm

% dtw % fm ¥ o sl wRRvR " g e T t e F R # e g AR st e @) ard P aft o weare
mmm"m"ﬁmﬁmm(w:am

¥, F

oy v t‘ﬁ‘kc MENDED FOR ACCEPTENCE
it ® forg s

Date of Surgery or. , Y
sitetm %) e MS (OPHTHAL) g
\ ?,0‘)‘: Reg. No.-D hM C/R/8222 (Namepdé RS € gﬁﬂﬁ' o AL#hofised Signatory
%\0} {Name o?gr. & Regn. No. with tamp% on behalf of Hospital)
o] THRUH T A v g A T T W A Afer
FOR INTERNAL USE of KOSHIKA FOUNDATION ~ wits Juam #q
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
e} T | Tl T 2

o AT

30.12.2019




