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1) I hereby conlirm thal all details in this Form are True to lhe besl ot my knowledge. Any lalse statement will rander my Appliiration &ongoing asslstancs. iI any,

liable for rejectiorrcancellation,
2) I solemnly confirm that assistance, if received hom Koshika Foundation, wlll be usgd only for the 'purpose', as stratod in hls Form. for which such asslstance

was requested by me.

3) I hereby conlirm that I have not & will not in fulure, avail of reimbursement, in parl or in full, from any other source/employer/in$urance company, of the anount
for which this assislance is requested

l) l qlqrn 6rdr tfr y{ rr6c i frA,ri Td frqor +0 vtr6r0 * a-1€R T{ qs {6 tt cR +ti frcet {c 6tr; qstl clcr qm I ri tt smtt firs +1 cI sr0 tr
2) ttERrd {tr{dr {fu "qtRl6r srs€.{R', t d sI {d t, E{-61 3cq}q sS vkc ql $ *R trqi cri,rr, s} (e r6c { qn 

'rq tl
3) d gf€ 6rdr tft iqq rn"m tErrr*a*'ri t, sq {ft 6r {Fr* qI (6-a frwt ffi q-< * Frtqr,'Sql irq+ i a ii frqI t Jk1t qFqq I trl

,.GREElllENT bY APPLICANT ( qr+({ Eru tET{)

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION

3cr+6 * ERrsR i{flr

AGREEI,ENT by HOSPITAL (Egffa !m 6{R)

RECOMMENDEO FOR ACCEP'IENCE

+ ftiq riKfd
Odraach

(Name, Designation & Stamp ofAuthorised Signatoly
on behalf ol Hospital)

rFr q K trE?rd qf;Q-d qirdlt

#1 E 'te TCareryM, s,Tt*n nd.tl Rqd, MllLr T.nk Bfi

r{-\d
S

nl 0phlhalmolo qistMS Consulta
Bangalore Dia
(A unil

KAFOUT{DAnON qrnft'd $-qi,l t
0-

SIGNATURE ofTRUSTEE 2

qrd Emm z

SIG ATURE o|TRUSTEE I
qS rmm r

By affixing hereunder, signalure of our Auihorised Signatory for recommending lhis case/patienl for financial assistance from Koshika Foundation, we
(Hospital) hereby attrrm & accept tollowing.
i;tnit wi neitndr are presentty nor will in future avail of linancial assistance from another NGO or any other sourc€, for the same patisnucase, as we are

r;questing to get from Koshika Foundation. to the extent thal such assistance is granted by Koshika Foundation. lflhe requested assistancc is not granted

by Koshik; Fo-undation, in part or in full, then the Hospital reserves it's right to make up the shortfall lrom another NGO or any othor sourc€ This

c;nfirmation essentially st;tes that the Hospital will not avail any duplicate assistanc8 for the same patie:lucase from any other NGO or any othsr sourc€.

2) The assistance from Koshika Folndation is only financial in nature. The choice of the treatmenuprocedure advised/clnducted by the Hospital on the
p;tient, is based on the arangement between ths patient & the Hospital, and is in no way influenced by Koshika Foundalion. Hence, the Hospital will

assume sole & complete responsibility of the treatment & il s outcohe & safety of lhe patisnt, and Koshika Foundation will have no rols or responsibility

in the matter

1) By afiixing my signature or thumb impression on this Form, I aAppltcant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/0rrbtjsh/put-up/reproduce my name, address, photo E detaili of the 'purpose", lor which such assistance is requ8sted/granted, through any

medium, including but not timited to verbal, print. electronic, for soliciting donations for Koshika Foundation and/or disseminaling information about it's

activiti€s/achievements. Such use of my photo E details can be made by Koshika Foundation before or afler my keatment or fulfilment of the'purpos6"

for whrch assislance is berng requesled.

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

wi not automalically entitle me for r;ceiving or continuing the said assistance. The decision for granting and/or continuing the assistancl will r€st sololy

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