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AGREE ENT by APPLICANT (:cri(6 rRI 6{R)

1) By afixing my signature or thumb impression on this Form, I (Applicant) hereby agree & guthoriEe Koshika Foundation and it's Trustoos to

uie/publish./put-uplreproduce my name, addrcss. photo & details of the'purpose", for which such assistance is .equestsd,/granted' throuoh any

medium, inciuding but not limited to verbal, print, electronic, for soliciting donations for KoEhika Foundatjon and/or disseminating informatioo about lt's

activitigs/achieyements. Such use of my photo & detaits can be made bt KGhika Foundation before or after my treatment or tumlment o, the 'purpose'

for which assistance is being rsquested.

2) I (Applicant) further agree-thaiany such ,se of my name, address, photo & detalls ofthe'purpose', for which such e$btance is requostod/grantod,

witt noi automiticatty entitle me lor receiving or continuing the said assistancs. Tho dectlon for granting and/or conthuing the assistience will rest solely

with the Trustees of Koshika Foundation, and their d€cision is this rogard ,rvill be final and accaplable to ms.
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AGREEITIENT by HosP[AL (f,r{ilrd lm 6r{)

By atfixing hereunder, signature ot our Authorised Signatory for recommending this caso/patient ror financial assisiance from Koshaka Foundation, we

(Hospital) hereby afilrm & accBpt following:
iI it it w6 neit#r are p.esently nor will in-future avail of llnancial assistanca from snolher NGO or any other source, fo. the s€me paienucase, as we are 

.

rdqu;sting to get from Kostrid Foundation, io ttre eit"nt tt at sr"t assistance is grant€d by KoEhika Foundation. lflhe requested assistanc€ is not oranted

Uy ioitrif,i fotna"tion, in part or in fu[, th;n the Hospital reserves it's right to m;ke up th; shortfall from another NGO or any othsr source. This

confirmation essenlially sdt6s that th6 Hospital ryill not avaii any duplica-lE assistarc€ lor the sam€ palionucass from any other NGO or any other source'

Ziirre ais,stance tro,riKostrita FoundatioriiJonly financial in ;ature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

t;te;t, is based on the anangement oetween ihipati6nt & the Hospital. and is in no way influonc€d by Koshika foundatlon. Henca, tho Ho8pitalwill

assumo sote E complete respirnsibitity of the treaiment & it's outcome & safgty of ths patient, snd Koshika Foundation will havo no role or rcsponsibility

in the maner.

rqn qfir{d, rRwt d.*{ t {cd/tfr 6i "6tQr6l wrCrn" t ffirc mrq tg ts$ft{.1rd l, H f,q (ftqrtrfl) f<Er r*n l qrq q Rt6R 6rt *r

t) drfr?nl qdcr{ Cr{ ?g qfrq { frflrq xul{ FF{ ih qr6rt {rm q frfr rrq aid t rqr r!ftAlcti l d'i qI ri rtl, *t ftrrci "r;1fi''6r wd-*rn'

t fiqqrftvtntr ra d s<s { '6tfitrl srf*rn" m q< tg fr tr c& '61ft6l $lrCll?" E{ €r{d ft-rfir afirrmta tg c-d{ ifr fra *n I ai ueca-'
Gr{ q-{ lk Et*rt dm cr ffi q{ s-{rur i {uc di cr aft*n {rfun rcm tr re 1E { we cr wn t fr nsna fftq q< 3R ttAlcd +E ffi
ik {rert {err q ffi r< srq< d rd t nrd,frr

z. "clfrr*r srrCrn'I dds[Iqir*c-dfrfirqY{fr +1 tr rhfi c{ f,s n m { ri (ftr ql fri 'd 3qawffo m lrn t'ft rd tmm
* {-s lt frqq t :qh ".tftrdr sr.*rl" rm ffi mn er cl{ <rc efl tr rsH urmrc { tt * rdn lrqt qt{ lcrt cri q1 {r0 ffi t'fl qt teala

lff tt qk "d,fir6'" d qlt lfra q ffi vs qcd { rff *it

RECOIItl{EiIOED FOR ACCEPTENCE

ff + fnq ri<fd

rN. LAXSHMIPATHIN

M0{E8E[ro ouutnoaseo
EdllEAbllBhiutt

Signatory(Nan$Sl$n
HEACRl'

SE*trqnt

[!S Consullant 0Phthalmologist

Ba n sa I 6o# h behfi . FrqhlffiltHt

M8BS.Dr. M.

e&EuslrA unit cl Sffii

Date of Surgery

dqiflr 61 iltu

217/t5
VasantharElarTh{lSobE F0UNDATT$ Shfuna rYerl

StCare Tru

asa
qld ERIfi :

SlGt{ATURE of

20-03-2025

oECLARATIoI{ byAPPUCA T; alkc ErI r}cql Yx:

1) I hereby codirm hat all detals in this Form are True to rhe best ol my knowledge. Any false statement will r€nder my Application & ongoing assistane, lf any,

liablo f or rei€clion/cancallation.
Zt i sofenrnfy iprmrm Uat assistancs, if rscsived fiom Koshika Foundstion, will b€ uged only for ttle 'purpos€', as stat€d in this Form. fot which such assistance

requested.
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