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'l ) By afiixing mY signature or thumb imPression on this Form, I (Applicant) hereby agtee & authorise Koshi ka Foundation and it's Truste€s to

use/publish/Put-uP/ reproduce my name. address pholo & details ol the 'PUrPose" , lor which such assistance is requested/g ranted, through any

medium, including but not limited to verbal, Print, electroni c, for soliciting donations for Koshika Foundation and/or disseminating intormation about it's

activities/achieyem ents. Such use ol mY Photo & details can be made bY Koshika Foundation belore or after my treatment or fulfil ment of the 'purpose'

2) I (Applicant) lurther agree that any such use of mY name. addresg, Photo & d€tails ol tho 'purpo8e', lor whici such 8ssistancs is requosted/granted'for which assistance is boing requested

will not automatically entitle me for receiving or continuing the said assistance The docision for granting and/or conlin uing the gssigtanc€ will rest solely

with the Trustees of Koshika Foundation, and their d€cisin is this r69ard will bo final and acceptabl€ to mo
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By afllxing hereunder, signature of our Authorised Signatory for re@mmending this case/patient for financial assistance lrom Koshika Foundation' we

(Hospita l)hereby afilrm & accapt following:
avail ol linancial assistanca ,rom another NGO or any olher source, lor lhs samg Patienucase . 65 We are

neilher
Foundation, to the extent that such assistance is gtantBd by Koshika Foundation. lf the requ€stad assistance is not granted

1) that we 8r€ presenuy nor vrill in future

or ln full. then the Hospital ressNes it s righ t to mak6 uP lh€ shortfall from anoth€r NGO or any other sourc€. This

by Koshika
b get from Koshika
Foundation. in Oarl

that the Hospital will not avail any duplicats assislance lor the sam€ Patienvcaso from any cther NGO or any othgr sourc€requesting

2l The assistance from Koshika Foundation is onlY financial in nature. The choice of the treatmenuproc€dure advised/conducted bY the Hospitsl on the
confirmation essentially states

patient, is based on the arrangem6nt between tho patisnt & the HosP ital, and is in no way influ€ncod bY Kosh ika Foundation. Henc€ . the Hospital will

assume sole & complete responsibi tity of the treatm€nt & it's outcoma & salsty ot the Pati€nt' snd Koshika Foundation will have no role or responsibilitY

f,ct qtufd, re$s{ d .xt{ i {ce^i'fi 6i "6tt'6t srr*ln' i frnrq rrrrit h nls'fu d cftt t, Frl w (umrnl fie rqn I ctq c dTR 6d trin the matter

r ) q[ fl6 r ri cdqr{ dn q fiq { ftErq cut{it nr$ lk q{6rt tgti lt ffi q-{ s}i { 3lt t'tmqd il d'i qr t rl l, ii fr rci "rlfrrtt $r6-&fl'

i isqrftlffi r< i qes { 'tltlfl $B-&H" E( r< tg fs tr fi '+ttrrr $rrCrT{" m wlq fi-fi afrmrrro tg {d{ rfr frqr q l i} qqdls

ffi a-< rn s{6lt dlql r ff$ r< rqtv{ i {rTr I tt 6r qffrrR gtfri ICil tr rc lft { te 6u qBI I fr qgr[g frtc q'fi g( t't/qrqd h tF*

lh {<cTt {qr q ffi rq oq< i ctfr d'rMt
2. 

.qlfrr6r q15Jrn' * d d srra sqa il *uu o t' * * reino rn { d tan qr iri 'Iq Erqwrfrllr 5I Srrc t'fr c{ rmm

*{-scr Fqq t qt{'qtftrdl srcarn" w*d; cr 611 sn d reftrn rgdm { t'fl d rflIq gm at qri sd d sd fidclt tt c{'f,(,r R

d d,t qtr '6tftI6l' d ril lfra q frff rs qqd { d rifit

APPLICANT:DECLARATI

liable {or rejEctiory'cancallation
I sol€mnly @nlirm lhat agsistance

stdcqrqr+<-q EMON rfby aassislance,E ongoingrender Applicationnte mystatemlalseA.Iyolbesl knowledgeT theloF te rue myalhis 0rmindetailsalthatconlirmhereby
assistancesuchfor whichFormthisstateda5lhetor purpos€'usedbe onlyFounddtionKoshika,romreceivedlf2\ amounttheolcompany,€nceme sourc€/omPloy€r/insuotherfromby Iul anyrequested orbursemenl, partol lete avarfutunolEnot willhavethatconfirm3 hereby IqI sq"ff61is F{(€assistance requested {6Frnctthiswhichfor sr6tqFn t3T(iq6Flqcfl{{{qqft 6r(tsAFd qIdsrdritt ir{mfnd{qqS,rtfiqi9r5rf6 q€iFl]Irsiqql{ rTqIqli {d ll5tlqrt n qqH f6crdTs1 skqscql,l rfrTII6Id tdrflisrs-+{1 {6tRr6t fiq{Rr n trot(tIrf,FTNn ai f6qtii t6'e-nsiflFr+qqrffctffiIlifiiqI ffwtqfrir6i5T{fu3q6iv*{tqlTl.6FnI t(6{iI1I (3 1E F{ F(R)APPLICANTby

6l ffln
APPUCAI{T'S SIGNATURE OR LEFT THUIiIB I].PRESSION I

ari<c +

rFrdfflHOSPITALNT byREEiTEAG

RECOMiIENDED FOR ACCEPTENCE

ff + fdq trd
tJlr LAKSHMIPATHTN

(Name, Beioidjirm09 bl Authori3ed Signatory

UT0

ER
S

SO of &

I"1 BB
*o.riltfi.gtamp)q&1

frlt. ts.K.
FIGO,.FPOS

Plula{
Date ol Surgery
rictn d arfrE

FOR 0
SE of KOSHIKA FOUNDATION st)

ddha EYe Care Tru

Vas qsl E6I!I( 2
SIGNATURE .I TRUSTEE 1

q[df,klK{ I

20-03-2025

6,&)


