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1 ) I hereby confirm that all details in this Form are True to the best of my knowlodge. Any false slalement ,,vill render my Application & ongolng assistance. if any,

liebl€ for rciectiorrcancellation.
Zf j ril"rl.,fv-ii-ti. U,ai"""i"t"nc", it ,"""p"a from Koshika Foundation, will be used only for the'purpos€', as stated in thls Form, for which such assislance

was requested by me.

3) I hereby confirm that I have not & will not in future, avail of reimbuEe
for which this assistance is requested.

r I I elq"[ 6rdr { fu r{ vrrq i Ri 'ri q4 fr{{q +0 sr{6rt * 3rim

2) ii Em s] {6r{ ftr "q1ftl6r sr3-tffi", { d qr rd t. crdl3cch

3) I gf q,r ti6 fr( vrrrnr tE w rrft ol'rt t, re ffiI rr rRr6

menl, in part or in full, from any other source/employer,4nsuEnce company, ofthe amoun

,.GREEMENT by APPLICANT (qri({ Bru 6tr{)

re iri EA tr cfq 6ii tqc{q qi 6qr qts qrqr qrin I ni +t {rrdr frrtr ql qr mfr tr
TS skq 61 1fi d @ t6qt qrt,rr, ql w lrsq { q( :TqI ll
q r*-a frw ffi q< tivFrqtsrr$qr orri t I ai f<qr t atr r rn qfcq il trt

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

use/pirblish/puLup/reproduce my name, address, photo & detail

medium, including but not limited to verbal. print, electronic, for

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

rApplicant) hereby agree & autho se Koshika Foundation and it's Truste€s lo

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

soliciting donatlons for Koshika Foundation and/or disseminaling intormation about it's

made bi Koshika Foundation before or after my lreatment or fulfilment of the "purpos€"

for which assistance is being requested.

2) I (Applicant) fudher agreJthaiany such use of my name, address, photo & details of the'purpos€', for which such assistanc€ is roquostsd/g€nted,

wi not automatically entitte me ror recetvin! or contlmuing the said assistance. The decision for granting gnd/or continuing the assistance will rgst sol€ly

with the Trustees of Koshika Foundation, and their decision is this regard witt be final and acceptable to m0.

l) y{ rq? y{ eci E€nfi ql d,rB ql1cn EIr<i(, d (qrt<6) qc-{ wqh a1Se TGI tqq''nlfuil stTt{tr qt{ Eqd qlstqi ' d qEtd !i{ tfri{Tq'

lar,cldrct{q}frs{"Ir{w:{qltu<i,at"qifrrqr'qd{qI{,<rr,4T{t/cI1st3*{qisa"fdEMchrqFM*Hffi{rsEclqq
i ysrt6 6d * tdc afuqa tr ii n: rr ficru ii rerc * cEd cr iI< t 6.{i + frc "nifirdl '6F&r' a qrel qff{q'd tr

2)t(qr+{6)g{qlnis6q?tf6+{Tc,ral,Etd$t{fu{olr}frsrTrdl+3(tvdim{ittiRkl:xlFRli5Ir.6<n1frr+trr wsds{
"+tFH" qq JFS alfisqi +r Frotq si'q i { atwtrt filt

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION

.qr+6 + f{flr

AGREEMENT by HOSPITAL (F{TdTg 6M 6{R)

in the matter.

aqlt "t-t", 
a*"t a .!qt( t qrTd/t fr 6t'61ftl6r src€cF" t iifdq {atq-dl t{ ffifl 61 srfi t, fiilt rc (f,srdra) fie v*n i qr< q r#6R 5{i

t)q.rfdld{dcHstt{l6qfrq{frFdqslTq.drffilks16lt{qr{qIffiq{dntTfit'l?{qd{dtcIdItt,iiftrqi'Elftslsr6.tm"
t ffi /ffi a-cn + {qq {.6tf{rfl srs+flr', rR rr.n tE fs tr qR'qitt6r $rJ-Cfi'6{ {[Fti[ ft-{ft erfrmrve-o *g r5r rff fcqr qr t nl q€ c

ffi q-< lk F.6rt {gr qt ffi .ae-< w<ttr< I s;rq.dr ?t 6t sIFrcR tfird rsdl tr vs 'fe { se cn qr t fr qgtrs B#q q< 3R t'fr/crqd +{ fr$

shKo ndationFouikassl cestan tiome lon1 fi ncialnaem nd n hi case/srecom pathorise Sd satu olre ouleh d ignaloryB aff) sv ng
ofollh affirm &H e accepttal rebysp seca as ath same e atiheot source forhernot GN oo pncesista afromvat fiof iananc as anyfuturea tesentla neitherth p v s not ranledassistancetf eth chiKos ndatikas anted requestedalh SU assch istancen thto exte I byFka doun tioan to omir Koshiuesti getsreq TCesou hT tsNer GO otherfrom anothshorlfa aytheits s maketoH ta serve upreort i] ul he the rightn ospiinatd onhKos ka paby souother rceGN oroit/ca mfro a otherames anyssra nsla fotce th€ nyn a an ud cate patieHo otsstate a1th plithessn nli spitalnfi rmatio ly ethHosthe onud ctedadvised/con pitatheof ekeatm bynatn retu heT choice nt/procedurenl nafi ncialoundF nalio oISlroce Koshim ka2 assThe stan nceHe the Hikah ouF d liona ospitalced Kosdan is non nfluenth& Hose bythen enllla a eb pitaonbased e patilhts ngementt,patien

n orrole bihave oFhika L]o ndat oa itvresponsnt ndE Kos& theofnllme ils& outcome patin theof trea safelysl bisol co& lityssa Llrne respomplete

tt G wr,tn
rsdrd gru d d mr qr ft.i 'ri ar-<nnfrn er 3m tht G rsme

rd tr vsfirA rsdrd { tfl * roro g{tfll qk en sTi 61 sI0

lk w*rt ris qr ffi rr< rrm i lfl dnrd'ftt

z. "oittal qoiifi't d ng sirrdl +{d Fiq ffi +1tr r}fi w

* *e 6r fscq t qt{'clfttal srr+vn" d{r ffi r*n +l +ii <R
d rl'fi orh'sifi|6r'6i 6ii {tufl qr ffi F{ qrd { r[1 dflt

RECOiIIilEt{DED FOR ACCEPTEI{CE

ffi + fdq ri<i(
atlr. Lakshmipathi lr

Mana r Oufeach

(A unit of ShraCdha Eye CarB Trus.)
il yo Car6e5

Milbr Tank Bed ArEa
Authorised Signatory
pital)
qFI6II

16/Mfl RoaciThimmaiah
of& Stamp0esignation{Name,
osHbe0n alfh of

q T( EsilETq sFqa
t

l

MBBS MS S FI oCFPR
DorennavarDr. L

>\1f

Date of Surgery

s{qtflr 61 arts

FOR INTERNAL USE of KoSHIKA Foul{oATlot'l qrdftfi rcqh t(
slGl{ATURE ofTRUSTEE 2

qrs rmv z
SIGNATURE of TRUSTEE 1

qrd ERISR t

30-11-2024

a


