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DECLARATIOT{ by APPLICAilT: qri(6 An dcq !-i:

1 ) I hereby mnfrm lhat all delails in this Form are True to the best of my knovrtedge. Any false statement will .endor my Application & ongoing assietanc€, if any,

liable for rejection/cancellation.
,)[i;;;1;;fi th;iiiiistance, it receivea ftom Koshika Foundation, willbe used only for the'purpose'. as stated in this Form lor which such assistanca

was requested by me.
O-iit u,iUv 

"onn,in 
tna I have not & willnol in futurc. availof reimbuFement, in part or in full, from any other source/employer/insurance company, of lhe amount

for which this assistance is rcquested.

I) S slcln 6rdr {tu Y{ er6a i frE Ta {{ fuq{lr id qr{srt +
2) tl !m si {t[{dr {fu'6iRt6l $rr+flr", t d vI 16 t, v{r6l

3) d yE 6rdr {f6 fds {tTlrdl t( q[ r+{ +1 d l, s{ ffiI 6I

q{sR F€ qti qd tl cfi lt* ftsal qd 6q? q$s rlqr qm t ii t0 (rrdr fi{Rr d q ssifi }r

3c+'r rS skq d lfd * H BqI qrt'r, si rs lrsq { ctt'rql tr
cfrr6 qr c-6'd frRl ffd irq utcfrqtqqdcl 6q-{ t q al frqr t qt c fr qfrq i t'nt

ENT by APPLICANT (!qr+({ rrc irm)!G

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION :

ellir* + qr trvm

AGREEMENT by HOSPITAL (EW{d IM S,{R)

*/r,lYs

trair. Laksh mipathi

urit oftnrcpsPfas(NaM M$t89,
e Refractive

SignatoryDr. Laxmi Dorennavar

RECOMMEI{OED FOR ACCEPTEIICE

ff + ffl ri<fd

Date ol surgery

ffiiflr 6i irts

rffirffi ill* tf39&{6srtu rounoanoN otrnft-+ scqh h
SIGI{ATURE ol TRUSIEE 2

qfrram:SIGiIATURE ofTRUSTEE 1

qd rmK{ r

1) By afflxing my signature or thumb impression on this Form, I

use/publish/pul-up/reproduce my name, address, photo & detai

medium, inaluding but nol limiled lo verbal, print electronic' for

activities/achievements. Silch use of my photo & details can be

iApplicant) hereby agree & authorise Koshika Foundation and it's Trusteos to

ls of the 'purpose', for which such assistance ls requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating inlormalion about it's

mad€ bt Koshika Foundation before or after my treatment or fulfilment of the 'purpose"

for which assistance is being requested.

2) I (Applicant) Iurther agree that any such use of my name, address, photo & details of the 'purpose', for which such assistance is requsst€d/grant€d,
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me for receiving or cont;nuing thg said assistance. The decision lor granting and/or continuing tho assistanca wlll r€st solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and accept8ble to me.

1y gq !rt', q{ qci f,fdm qr if,r} ql un s,ne,, I (qrt<6) qrn wqffI i61 !ts 5{il tqc''6ttrrl cttrtm '!ct( 3{t <RtqI ' +i aeqn urm {f+ *u an'

v{r, sla dR ii frq{q g( cqx'il iifrn t, ti'dlRrfl' qc{ qS, rH, clrdcl Ifli g(kc t {d rfdGrM 4k scaf'{d t ffi trd { mn qqq

i yelfin E,{i *frq qFr{i ii yqr m frq{or it Wlc * qrd cr {q i s'{i * frq'clftIfi sl3Csr'c an1 uffqa tr

2) i (sr+6) w c6 d {Errd ti6 t( rrq, rn, rriz} 3ft i{dor q} fd xETdr + s(Fqi t rfih t gi Tna: IIIFRI6I F6qTI 1A rr{rinr rs {Cs i
"etRmr" qq s€-d qffi 6r fFtq qfdq dn alqdrt d'nt

By affrxing hereun der, signature of our Authorised Signatory for recommending this case/patienl for financial assistance from Koshika Foundation, we

(Hospital) herebY alfirm & accept following
1) that we neither are presently nor will in Iuture avail of financial assistance from another NGO or any olher source, for the same patient/case, as we ar€

requesting to get from Koshika Foundalion , to the extent that such assistance is granted by Koshika Foundation. tf lhe requested assistance is not granted

by Koshik; Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfallfrom another NGO or any other source. Thls

confirmation essentially states that the Hospital will not avail any duplicat€ assist8nce for tha same patjent/case from any othe. NGO or any othgr sourc€

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

patient, is based on the anangement betwe€n the patient & lh€ Hospit al, and is in no way influenced by Koshika Foundation. H€nce, the Hospilalwill

ass ume sole & complete responsibility of the troatment & it's outclme & salety ol the pati€nt, and KGhika Foundation 'xill have no role or responsibility

in the matter.
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