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1) I hereby confirn $al all details in lhis Form are True to lhe best of my knowledge. Any false statement will render my Application & ongolng asslstance, if any,
liable ior rojocliory'cancellation.

2) I solornnly confim fl3t ssslstance, lf roceived lrom Koshika Foundalion, will b€ used only tor tho 'purpose', as stat6d in Oft Form. hr whictl 6udr assislancg
wes requosted by m8.
3) I hgeby confm that I have not & will not in future, avail of reimbuEement, in part or in full, from any oth€r source,/€mployer/insurance €ompany, ol the arnouot
lo. which lhis assistance is requested.

l) { rhlr 6wtfr 1e rrsc { fri.ri {O frqr"l tt wtert * rSsn re qc sff fi ct *i{ frcrq qd dcq qe-s rrcr qrnr t al tt srrrin t{t*r d Td'& tr
2)iid{qis;rrir{Rr'Ett'ilsrd*{R",talsrI**,s{r6rBcd.rESrh.qd$+Hffiqrtn,dl{n6c{q{ratr
r) d gtu 6(dr tB frq srrr t( qr r*d +1 ri t, rq {Rr 6r qlnrn cl rs,( tm tFS qq il'unRlqr/+qr 6q{ t r i fr{ l dR r fr qfu{ { dfll

DECLARATToN by APPLrcnrr wi<s m qiwn vr:

AGREEMENT byAPPLICANT ( qrkd Ero tr{)

APPLICANT'S SIGNATURE oR LEFT THUMB |tilPRESsloN :

or*<e*r<rrrdli ql trYm

AGREEI,ENT by HOSPITAL (r{{dTe Em 6o{)

RECOMI{ENDED FOR ACCEPTENCE

ffitfrcffid t

Date ot Surgery

ilictflr qi irt€

zs ltr l2-3 (Name of Dr. & Regn.llo. wlh Stamp)
er€{ fl Tc s iRnF( s G. t

- 
il11*flflflff,ffi ffi ff modsed 

sisnarory

DIAEtTfth&EY8FH'8itfifii

Mr. LAKSHMIPATHI N

FoR |I{TERNAL USE of KOSHTKA FOUNDATToN (AefthofrEt& d d h a Eye c a re Tru st}

SIGNATURE ofTRUSTEE 1
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'l) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authoriss Koshika Foundalion and it's Truste€s to
use/publish/pulup/reproduce my name, address, photo & details of the 'purpose', for which such assistance is requested/granted, through any
mgdium, including but not limited to verbal, print, electronic, for soliciling donatlons lor Koshika Foundation and/or dlsssminating informatlon about lt's
activities/achievements. Such use of my photo & details can be made by Koshika Foundation berore or afier my treatment or fulfilmeol olthe'purpose'
for which assistancr is being requssted.
2) I (Applicant) fudher agree that any such use of my name, address, photo & details ofthe'purpose', for which such assistance is requesled./grant€d,

will not automatically entitle me for rec€iving or continuing the said assistance. The decision for granting and/or continuing th9 assistance will rest solely
nrith the Trustees of Koshika Foundation, and their decision ls liis regard will be llnal and acc€ptable to me.
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By afrixing hereunder, signature of ou.Authorised Signatory for recommending this case/patient lor financial assistianco ,rom Koshika Foundalion, we
(Hospital) hereby afrm & accept tollowing:
1)that we neither are presenty nor will in future avail of financial assistance from gnother NGO or any other source.lo. thg sam€ pationvcase, as we ara
requesting to get fom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf th8 rgquested assislsncs is not granted
by Koshika Foundauon, in part or in lull, then the Hospltal reserves it's dght to make up the shortfall from another NGO or any other sourc6. Thls
confirmation essonllally states that the Hospital will not avail any dupllcatg asslstanca lor the samo pgtlont/case from any othe. NGO or any other sourca.
2) The assistance from Koshika Foundation is only financial in nature. The cholca ol the treatmenuprocedure advised/conducled by thg Hospit l on the
patient. is basod on the arrangement bstween the patienl & the Hospital, and is in no way inllu€ncod by Koshika Foundation. Henco, the Hospltalwlll
assume sole & complete responsibility of the treatment & it's oulcome & safoty ot tho patient, End Koshika Foundation will havo no rolg or r"Bponsibility
in the matter
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