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DECLARATION by APPLICANI: qr{<{' tm Sqqr vr:
1) I hereby confirm lhat all details in this Form are True to the best of my knowledge. Any false slatsment will render my Application & ongolng asslslance. it any,

liable for rejectiodcancellation.
2) I solemnly confirm hat assistance, if rec€ived lrom Koshika Foundation, will b€ used only for the "purpose'. as stated in thls Form, fo,t which suci asslstance

was requested by me-
3) I hereby confiim that I have not E will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, oflhe amount

for which lhrs assistance rs requesld.
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By affixinO hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospilal) hereby a{rrm & accept following
1) th;t w; neith;r are presently nor will in future avail of financial assistance hom another NGO or an] othor source, for lhe same patienvcase, as we are

r;questing to get from Koshika Foundation, to the extent that such assislance is granted by Koshika Foundation. lfthe requested assislance is not granted

by Koshik; FojJndation. in part or in full, then the Hospital reserves it's right to mak€ up th€ shortfall from another NGO or any other source. This

c;nfirmation €ssentially states that the Hospital will not avail any duplicatg assistance for th€ same patiotlucase from any other NGO or any othsr source.

2)lhe assistance from Koshika Foundation is only financial in nature. The choic€ of the treatmenvprocedure advised/conducted by the Hospitalon lhe
patient, is based on the arangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospitalwill

assume sote & complete responsibility of the treatmont & it's outcome & satety of the palient, and Koshika Foundation will h€ve no role or responsibility

in the matter.

6qt qfufd, EFIart 6i 3*{ d crra^}'fr 6i '6ier+I src+{R' t frftq strr* tE ffiir +1 vrd t, firt rq ((sdlt) frq rsr i crq c *{R 6{i tr
l) Tr f6?d Tdqrl 3t{ r 6 qEq { fsffl soq- ffi ltr swrfr rirqn qrffi q-q slntrfi t,n/cITA { di qr ddt, ii fr tci'trifrIcil 5rs-*fi"
i fswftryffir r< * rqq { "+1Rr+r vrc€m" m q< t< fu tr qfr 'qifffir srlr€ffi" Em sETdI finfr rcltr6/s6€ }g rqr rlft fur urin * a} ermn

ffi <r< tr er+rt {en qr ffi q< s*rvr * snrdr di 6r ofiror !fti rstt tr sc ltu { Re flM t fu qerna Rfrq q< T( i}'n/qlTd tg fiFd

lh qr+rt ten qr ffi .:r< s*rr t lfi d'nrdfrr

z. "rltmr qrrCw" { d d strdr +{d fsfdc Fqft +1tr tl1 c(

d ctq 6r frcq t sir "6lftr6r srg-erc" rfir ffi r*n cr c]i (qls

61 d,fl slk'6lftr+r" o1 qti Xfu+r qr fqC<rt vR qrrd d rfi S'frt

rsdrd Em { rrf R-dn cl H ,ri *-<nnfra er gm tfr qi Ew a

ld tr rsffi rsara { ri,i + adrq q{sn qk icri sri n1 (Tt tFklrd

.rFil<q

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION

6r i{{lrl

AGREEMENT by HOSPITAL (EwdI( EM 6{R)

_..0_1
RECOi,liTEI{DED FOR ACCEPTENCE

ff+f6qffid iidringet Oufcdr
Date ol Surgery

3iittn 61 iliq--

H\4c

UT. M.\Exstf?tNA MtsIU.
lllS Consullant ffifi-almologisl

Banqalore Diabeles & Eye Hospitat
( o 

:il 1_'lruHqffi&t+*twur

xaraE.rE s lrr(rltla o EF \,II3
(Amll d Sffifn E),. C.rt TrurJ

# 16/ff , n*rxr.i$ Rod, Mfer Tar* Bcrt A,.
(Name, Designation & Stamp otAuthorised Signatory

on behall of Hospltal)

Trr s K Effind srFrEi ,xnrErft---- 
irviflftil-Sf$$ii5E-orX0sxtxr 

rouNoATrot{ nnf,s rd{ tI
SIGNATURE ofTRUSTEE 1

CTfr ERIfi I

SIGI{ATURE ofTRUSIEE 2
qrd rsRr{ z

/

30-11-2024

j 
) By afilxing my signature or thumb impression on this Form, I iApplicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to

use/publish/put,upreproduce my name, address, photo & details of the 'purpose'. lor which such assistance ls requested/granted, through any

medium, inctuding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & delails can be made by Koshika Foundation before or aftsr my treatment or fulfilment of the 'purpose'

for which assislance is being requested.

2) I (Applicant) furlher agree that any such use of my name, address. photo & details of the 'purpose-, for which such assistance is rgquestad/granted,

wi not automatically enti{e me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and lheir decision is this regard will b€ tinal and acceptable to mo. '
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