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2) I solemnly confirm that assistance. lf receivod from Koshika Foundalion, willbe used only for lhe "purpose', as statod in this Form. ror which such assistancewas requested by me.
3) I hereby confirm lhat I have not E will not in tuture, availof rcimbuBement, in part or in full, from any other sour@/employer/insurance clmpany, of ltre amountlor which this assistance rs requested

r l { Ss'[ iFrdr t f6 vs $5c i Rq ri Ts tuc{q +t qRGIt + eTsR sR qa {6 tr qR cii frq{q qa 6E{ qra qrqr wn t n} tt qrTT frm 61
2) ltm d sirr rrftr'tlftrsr t;rc+fi", { d ql {6 t, ss6r icqh TS d{q d \ff d m feiql crhr, d Iq II6q l q{Tqrtr
l) dgtu6rdrti6i{{ wrnar fuw nf++1n{ t, sq rft 6r qfrrs cr R-d-d FRl ffi qq da/Frqt*a,.iqr qq-{ t cn} ft{t !rt{ q ff cEq {

!,GREEME by APPLICANT ( a{ fir()

q qrr0 tr

{qrr

oECLARATTON by AppLtCANT: fi+(6 lI{ SsvII Tr:

'l) By affixing my signature or lhumb impression on this Form. I

use/publish/pul-up/reproduce my name, addrcss, pholo & detail
medium, including but not limited to verbal, print, electronic, for
activitievachievements. Such use of my photo & details can be
for which assistance is being requested.
2) I (Appllcant) fudher agree lhat any such use of my name, address. photo & details ol the "purpose', for which such assistanc€ as roquested/grantod,
will not automatically entille me for receiving or continuing the said assistance. The decision for granting and/or continuing th€ assistance will rist solely
with lhe Trustees of Koshika Foundation, and their decision is this regard will be finaland acceptable to me.

l) w cq-, c( qcl rRM{ ql sir3 El ulq c,tl6{, d (qr+(tr) qc-{ (rqfir en gfu 6'rdr t(! "6iRrfi $rd*{r{.!qt{ Tsd qrtq} , ai oft{i 6Gr {ft ft qlc,
T , qid qtr d frsrr Fs yq: { $frt t, st "ciQmr', !g\ qd, {r, qrfivcr $t 3*yq t Tsf rfrfirfuql *{ 3rdffi + ffi 60 S rsR qrqc
t vnRa *.t + fdq qfu{a tr ti vqz tusr, it wrq * qrd qr sc t F{i + frq "+lRrfl s,T&l,' s =nrs ,:cFrqi( tr
2)I(3ir+{6)gt<ntrrm{f*trnq,rm,qtaqkFc-a{qdf6rtrrdr*s(Mrffiht1{Rtit:qf,Fnn6rtr6<RinT{rtgqsisq
"otfrH" qq r€d {IM 6l Frfq .[Fdq srk irurdrt d'nr

rApplicant) hereby agree & authorise Koshika Foundation and it,s Trustees to
i of the "purpose', for which such assistance is requested/granled, through any
soliciling donations lor Koshika Foundation and/or dissemanating informaiion a6oul it,s
made by Koshika Foundalion before or after my kealment or lulfitment of the "purpose,

AGREEIiENT by HOSPITAL (Esdr€ Em 6m)

oate of Surgery
qiqtn 6i irtu

r<[a[.r {tlame, oesignation & Shmp olAuthorised Signatory
on behalt ofHospital)

rFr s c( trsme qFE? qffi

R

Trus. )
Tr,* B.( Ar.r

*1 ryM,n*rU*r Rrd.

MENDED FOR ACCEPTENCE

(A unit 0fa0en00dh

+'frc r{.qtrd

MS Consr.lllanl 0phthalmologlst
Bangalrr- jiatetes & Eye Hospital

Ktrrcil$gilE0rsE of KoSHIKA FOUNDATI0N 3ilnft6 ildq i(
SIGNATURE ofTRUSTEE I

ard E$fi r

SIGi{ATURE ol TRUSIEE 2
qrd rmrw z

/

By affixing hereunder, signalure ol our Aut
(Hospital) hereby affirm & accept following

horased signatory for recommending this case/patient for financial assisrance from Koshika Foundation, we

1) that we neilher are presently nor will in future avail of financial assislance from another NGo or any other source, for the same patienvcase! as we are.equesting to get from Koshika Foundation. tolhe exlenl thal such assistance is granted by Koshika Foundation. rt inJ reqr"ireo issi"t"nce is nor granteo
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2) The assistance from Koshaka Foundation is only financial in nature. The choice of th€ heatmenuproccdure advised/co;ducied by the Holpital on thepatient, is based on the arrangenent between the patient & the Hospilal, and is in no way influenced by Koshika FounOation. ienie, tne noipitat wfl
assume sole & complete responsibility ot the treatmenl & it's outcome & safely ofthe patlent, €nd Koshika Foundation will have no role or responsibility
in lhe matter
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