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1) | hereby confirm that a)l detalls in this Farm are True to the best of my knowiedge. Any false statement will render my Application & ongolng assistance, 1anr.
liable for rejection/canceliation,

2} 1 salemnly confirm that assistance, if recelved from Keshika Foundstion, will be used anly for the *purpose”, as stated in this Form, for which such assistance
wis roquesied by me.
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1} By affixing my signature or thumb impression an this Form, | (Applicant) hereby agree & authorise Koshika Foundation and s Trustees to
useipublishiput-upfreproduce my name, address, photo & details of the "purpose”, for which such assistance is requested/granted, through any
medium, Including bul not imited to verbal, print, electranic, far soliciting donations for Koshika Foundation andlor disseminating information about it's
actvitips/achievements. Such use of my photo & details can be made by Koehika Foundation before or after my treatment or fulfilment of the “purpose”
for which assistance is being requested.

2) | {Applicant) further agres that any such use of my name; address, photo & details of the “purpose”, for which such assistance is requestedigranted,

will not automatically entitle me for receiving or continlting the said assistance. The decision lor granting and/er continuing the assistance will rest solely
with the Trustees of Koshike Foundation, and their decision is this regard will ba final and accepiable to me.
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AGREEMENT by HOSPITAL (veo= o0 =)
By affixing hersunder, signature of our Authorised Signatory for recommanding this caselpatient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & sccept following; _
1) that we neither are presenily nor will in future avail of financial assistance from anather NGO or any other source, for the same patient/case, as we are
requesting (o gal from Koshika Faundation, to the extent that such assistancs (5 granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation essantially states thal the Hospltal will not avall any duplicate assisiance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The cholce of the treatment/procedure advisadfconducted by the Hospital an the
patient, Is based on the arangement between the patient & the Hospital, and s in no way Influenced by Koshika Foundation. Hencs, the Hospital will

assume sole & complete responsibility of the treatment & it's cutcome & safely of the patient, and Koshika Foundation will have no role or responsibility
In the matter,

¥EIL SR, TR W) S A R W Ee seew @ i e ¥ et 9 9 8, T e (v P wem 8 T w i wn b

1) g fik 3 wiee w7 6 whes F Rf e o dem W e S = 1 s Timd W w W w1, 0 oes s wese
% femfafef 70 ¢ way § ‘s w2 o v 6 77 4ol wiie =T so e feh Sawe ¥y TR 0 e w3 6 s
forell =a i we wen @ PRl S w @ A o e e o v 8wyl d W w1 e R o T Sl g el
T wrl Han W R e weE s

2. "sifi FERvA" | o T T waw e v w9t T w9 v wew w i swEneen W oS T e

% oiw W fom # ol "Sifvw TREmT o0 TE R 51 FH T 68 W v § O v g SR o W e T v
w1 R S i W w qftm o faetnd s o o

RECOMMENDED FOR ACCEPTENCE f
T o O L,
Date of Surgery Sl .:J.;.ac.'. .-.I:_';_". '-.f“‘_‘ﬁuﬁ hl',}.l",f
35T i Y e e Dr. VIP. Thakral
A MéHame Destanation & Stamp of Authorised Signatory
(Name of Dr. &'Hegn. No. with Stamp) SHROFF EYE Conbehalf:of Hospital)
W% 1§ Mwerv s masmm Tl A8, Kall=m § 9% S 4 S
FOR INTERNAL USE of KOSHIKAFOUNDATION 7@ 3Wm &7,
SIGNATURE of TRUSTEE 1 EJGHMI.IEE of TRUSTEE 2
T | ] T 2

20.12.2018



