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DEGLARAnON by AppLtCANT: iflri(tr ET{r dcqr vi:
1) I hereby confirm lhat all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, it any,

liable for rejectiory'cancellation.
2) lsolemnly confrm that assistance, if received from Koshika Foundation, willbe used only for the'purpose', as stated in this Form. tor which such assistance
was requested by me.
3) I hereby confirm that I have not & will nol in future, avail of reimbucement, in part or in full, f.om any other source/employer/insurance company, ot the amount
lor which lh s assistance rs requesled.
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,,GREEI ENT by APPLICANT ( 6q en)
1) By affixing my signature or thumb impression on this Form, I rApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/pul-up/reproduce my name, address, photo & details of the 'purpose', for which such assistance is .equested/granted, through any
medium, including but nol limiled lo verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating inlormation about it's
activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my troatment or fulfilment of the 'purpose"
for which assistance is being requested.
2) I (Applicant) further a9r6e lhat any such use of my nam€, address. photo & details of lhe "purpose", for which such assistance is roquested/granted,
will not automatically entitle me for receiving or continuing the said assistance. The decision for granling and/or continuing the assistanc€ will resl solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to m6.
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AGREEMENT by HOSPITAL (EFfff, 6r( 6{K)

By atfixing hereunder, signature of ou. Authorised Signatory for recommending this case/patienl fo. flnancial assislance from Koghika Foundation, we
(Hospital) hereby affirm E accept following:
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patient/case, as we are
requesting lo get from Koshika Foundation, to the exlent that such assistance is granted by Koshika Foundation. lf the requested assislanco is not granted
by Koshika Foundalion, in part o. in full, then the Hospital .eserves it's right to make up the shortfall from another NGO o. any other source. This
confirmation essentially states that the Hospital will not avail any duplicalg assistanca for the same patient/case trom any othsr NGO or any oth6r source.
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 anangem€nt between the patient & the Hospilal, and is in no way influenc€d by Koshika Foundalion. Hence. the Hospitalwill
assume sole & complete responsibility of the ireatmenl & it's oulcome & safety ofthe patient, and Koshika Foundation willhave no role o. responsibility
in the matter.

6qri lcfu{a,rgrcr0 61 d( t crrd,fl},i 6i "6lfrr6r srr+{R" d fcidq &Tq-dr k fi{qlftIl +1 qra t, ffi rq (Et{drf,) frq Ir6R t cr{s d{R 6ri tr
r)rEfnrdTdqrlqltrdqtqe{fqFdq(lr{drtr$lksmririenqrffie.{sld*ifir}'ftmcd{tiqrnril,iifrf,qi"Eifir6rsr3-&r'
t ficwftyvffi dft d qqq { "atfrmr wrr*n" gm q< tg t6 tr qR "6iFr+t srcCm' em rurra fnfr arFmrwcn tg rar r0 frqr qr t ii rrsdrg

ffi rq tn smr0 srqr q ffi q-{ s+r}rr * sf,rrdr +t 6r qFr6R $fta rgdr tr ga\E{FE 6EqI }ft qmw tfiq q< sft r}t/{qd *g tE*
lk qr*rt ter cr ffi r< srq-r t rd dryrd'ftr

z. "q1ftar qrr*rn" { tn rr{ €fiErd +6rd Etdc ffi +1tr rhfr vr rmm fid 'riFdEclH,ra Bc-svsfdicr 61 3 s
d fq er fscq t 3rh "itftmr $B-e{a" ET{ ffi r+n +l +ti <<re rA feffiA Ewdrd { t.t * rou grqlr .ak .:ri vri +1

61 d'i qt{ "qiFrn' i1 6it $16r qr f{ffi ve crq-d { id d'flr

rht w Esdre
qc fg-drd

t

t\
RECOMITEI{DED FOR ACCEPTENCE

ff + f€q €<fd
W

Managcr Outreach

Date ot Surgery
qiqt{E d(rfrs

A:r,5

g)r
Dr. Laimi Dorennavar

."ffiffiffi""
vE@rl,D o Eyo uar6

.. . -.- 
( unit of Shraddha Eye Cire Trus)f 16/M, Ihimrnaiah noaO, fiill.f Tank Bei Rrea

(l{ame, Designation & Stamp ofAuthorbed Signatory
on behall of Hospital)

iFr?KEsidqEI{nqfrmrt
FoR lt{TERt{AL USE ol KoSHIKA FoUl{DAT|oN onnftfi ilqh i(

SIGI{ATURE ofTRUSTEE 1

qIS reR r

SIGNATURE ofTRUSTEE 2
q$ rmr,.sr z

/ 4-F
30-11-2024


