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1) I hgreby confirm hat ell details in this Forn are True to lhe b€st of my knowtedge. Any false statement will render my Application & ongoing assistancg, it any

liable lor rojecliory'cancollation.
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(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

ls of the 'purpose", lor which such assistance is requestod/granted, through any

soliciting donations lor Koshika Foundation and/or disseminating information about il s

made bi Koshika Foundation befo.e or after my treatmenl or lulfihent ofthe'purpose'

for whlch assistance is being reguested.
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witt noi automaticalty enii0e me for receiving or aoninuing the said assistance. The dscision for granting and/or @ntinuing the assistance will rest solely

with the Trustees of Koshika Foundation, and thek decision is this r€gard will b€ final and accoptable to me.
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1) By afiixing my signature or thumb impression on this Form, I

use/publish/putup/reproduce my name. address. photo & detai

medium, including but not limited to verbal, print. electronic. tor

activities/achievements. Such use ol my photo & details can be
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AGREEiIEI{T by HoSPITAL (f,srdrd am 6,tR)

By affixing hereunder, signalure of ourAuthorised Signalory for reclmmending this case/patient tor financial assistancs from Koshika Foundation. wa

(Hospital) hereby alfrrm & accept lollowing:
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pr;senuy nor will in-future avail ol financial assistance from Enothgr NGO or any other source. for the ssme patient/case, as we arg 
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iiqr"iG t" g"t fro.ioshik; Foundation, to the extent that such assistance is grantod by Koshika Foundalion. lflhe requ€sted assistance is not granted

u-y'ioirrifi ioino"iion. in part or in full, thon th6 Hospital reseryes it s right b m;ke up th; shortlatl from anoth€r NGo or any othsr 6ource. This

c6nlirmation essentiafty st;tes thal the Hospitalwill not avsil any duplicaae assistanc€ lor the sam€ palienucas€ lrom any oth€r NGO or any othsr sourca'

Ziift" ais,st"n"e troni Koshika Foundation is only financial in nature. The choice of the t eatmenuprocedure advised/conducted by the Hospital on the

pltient, is uasea on ttre ar.angement between th;pationt & th€ Hospital. and is in no way inllu€nced by Koshika Foundalion. Hencs, the Hospitalwill

assume sote & complete resp;nsibility of the lreatment & il's outcome & safety of tho patient, and Koshika Foundation will hav€ no role or responsibility

in the matter.

6ct qk{l,6wcrt +1 sk{qcd^i'ftd"6tf{r6' srtm" i Efrrc s[rdir t{ fssrftrt d cnn l'ffitc (f,s €) f{q r6R i xrq c ddn E{t tr

l) 
"[ 

ft i it qdqr{ qt c * qfrq l &fiIq {[Fr frd rn {(rro {tqn cr Grfl we u}a t acl rti/crct { dt qr d ri l, ii fr' Irqi 'dfrI6l r[trilt?"

i ftqfirfirfi r< d r<q { '+ltmr sre*nc' Er{ q(( +g fr tr fr "qtfta srd-*m" uo E[Tc ffiR arRmmra fu rar aO frcI rEI t d qF Gr
ffi q--c lh qrdrt sFrqr ffi qq <-*rqr t ftrrifi *i ur ,rnffren nrfrn raa tr rs lE{se rn cr l fr qmiic tfrq q<< ant t'fuTcd t nFS

Jk srefi srql q ffi r< srsr i ad dfi/d,fft

z "rifrra qrr€m" { El d {tr{ *cR frftrq ffi +1lr rt w.Fnrd rt{ d {alr { H'rt awvrfra TI atl
* {s 6r E{s I o { "Biftr+r sra-tm" !n frrS r+r< er rli qrq rO tr rsH f,{Tdra { tfl d rnrq Em qt qri cd

ticq 6PfiT6

nl !i,t qtr'6ifrr6r' d qjt Sn ql eCqrt $ I rrfr d,tr
tfi qrr rs s

fl 0 r llan
FORACCEPTENCE

{qfrDr. M

Signatoryll{1,{r{
asaIl U!#p

GA t0 r)
! S EYE H PsU tulp.lut+

V u
Tq

Wtgl

Dats ot Surgery
siqt{n

rilc J
I U abe e (t r
Ic dd aIr J: I Li $

N(Ymartfiafi .)
ETiE{

KOSHIKA FOUi{DATION qr{ft-{ sYdq hFOR I

SIGilATURE ol IRUSTEE 2
qrd rmm z

SIGi{ATURE oTTRUSTEE I
qrd(RN{ t

20-03-2025

tull, sourc€/amployer/insuranc€not future, part

requested.
qffirflt{)

rFIlt, t dIrffi)l

F
I

&ll ,e,unit(A

&kd 4fr


