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1) | heroby confirm that 8ll details In this Form are True fo tha best of my knowledge. Any false statement will render my Appiication & ongoing assistance, If any,
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1) Ly affixing vy signature o thumb impression on this Form, | {Appicant) hersby agree & authorise Koshika Foundation and 's Trustees to

usopublishiput-upireprcduce my name, address, pholo & detals of the “purpose”, for which such assistance is requestedigranted, through any

medum, including but not limited 10 verbal, print, sleciranic, for soliciting donations for Koshika Foundasion and/or cisseminting information about X's

actvibesachlioverments, Such usa of my photo & detalls can be mace by Koshika Foundation before or aftar my treatment or fulfiiment of the “purpose”
for which assistance s being requested.
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with the Trusiees of Koshika Foundation, and thelr decision Is this regard will be Sinal and acceptable to me.
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AGREEMENT by HOSPITAL (vVme B0 ®T)
Sy affbcng heraunder, signature of our Authonsed Signatory for recommending this case'patient for financiel assistance from Koshika Foundation, we
{Hospital) hereby affirm & accept
1) that we naiiher are presently nor will in future avall of financial assistance from ancther NGO or any othor source, for the same patienticase, as we are
requesting %o get from Koshika Foundation, o the extent that such assistance is granted by Koshika ason. If the requested assistance is not granted
by Koshika Fourdation, in part or in fll, then the Hospiial reserves It's right to make up the shortfall from anoter NGO or any othar source. This
confirmation essentaly statas that the Hosplal wil rol avall any duplicate sssistance for the same paticnticase from any other NGO or any othar scurce.
2) Tha assistsnce from Koshika Foundation ls only financial in nature. The choice of the treatmeny/procedure advisediconductad by the Hospital on the
patient, is based on tha armangement batwoen the pasent & the Hospital, and Is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume soie & compiete responsiblity of the reatment & Il's outcome & safety of the patient, and Koshika Foundation will have no role of respoasibility

i the matter.

vt g, wed W ¥ SRR W sl vt O A wnen 6y favftn o wd § P v (v P wek @ we w wben o b

1) o B 9w i @ oiien F i wpen St A4 woed et @ st o it @ vw it o o w R ok 6, & I8 et Cwifowr vt
¥ frwfonfusfy vo € w3 “wdfon wrste” po e By e SR Cwifee s g e Rl el ¥y e w few won § 8 snsme

forlt 3= e wowrl when w Rl aex wmen 9 spen o W afven o T by o W v e § e s il wec ser ddiverd g el
e weerd dea © fedl w= o @ 9 bl

3 “wfire yrrder” @ ot of anon S s e W 4 O W v pu Gl wer w el vl vt w g B od e

¥ e w fres § ol Csifw et oo R wem W W Tee ol il e 89 % e e ok st o W Pod 0 of v
W o o wife W Wi e w Aol w3t S

RECOMMENDED FOR ACCEPTENCE
whett % for_ ey
Date of S P Y \
ma% 5 zanh ww & a:ab\
L. ,'\ ' :v: . (Name, w

I o Ry

| FOR INTERNAL USE of KOSHIKA FOUNDATION Wﬁm’j Eye Hospital Rond

SIGRATURE of TRUSTEE 1 . - SONATURE of TRUSTEE2 _

5 vt |

20.12.2018



