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By affuing hereunder, signature of our Authonsed Signatory for recommending this case/pallent for firantial assistance from Koshike Foundation, wie
(Hospital) hereby offirm & scoapl following:

1) that we neither are presently noc sl in future aval| of financial sssistance from arother NGO or any other soutcs, fon the sume palient/case, as we are
reguasting to gal rom Keshika Foundaiion, io the exieni thal such assistance is granted by Koshika Foundation. If the requested assistance s not granted
by Koshika Foundation, In par or in full, than the Hospital resarves its Aght lo make up Ihe sharttall from another NGO ar any other surce. This
confirmation essentially states ihat e Hospital will not awail any duplicate assistance for the same patienticase from ary other NGO or any other source.
2 The gsaistance from Koshika Foundation is only financéal in nature. The choice of the Ireatmentiprocedure advised/conducted by the Hospital on the
patient, s based on the srangsmant batwaan the patient & the Hospltal, and Is in no way Influanced by Koshika Foundation. Hence, the Hospital will
asturre sole A complate responizibiiity of the treatment 8 |0 outcome & safety of the patient, and Koshika Foundation will ave mo roke or respansiblilty
in fhie mathar.

et ol R w1 s @ e W il st @ fairg s gy fewfon o ok 8, e w () e owen @ g 3w W §

11 R T owas A S o st F fatm o e e st s feh o s A w ioet € R m B o £, 39 TR R i T
A ferfonfa s % T A CwTTe wEETEY oo ue iy fa bl S s s oo o ey s een f wp R fer o § A s

Tl sy e v weer o fed s v o) e B wn e g T o gfte F e v m § i s i s e B faed
iy T e o D e R s

2w WAt ® o nf sm swa S el W b A o wee oo 8 o wewow e o Treosiew w g O of s

& dr ) fagg & i it wdve g e wen w0 W e R b i v A B0 S e e sl s o W) ) ekt O o e
T Wi i e =t afen o feclef w o J e

RECOMMENDED FOR ACCEPTENCE
A % fon wfn
Date of Surgery

: : Dr. Isha Chaudhari Z
Regd. No. &
A-5-25

try-ped

Designation & Stamp of Authorised Signatory

[Nasieiof Dt & Regn, Mo with Stamp) on behalf of Hospital)
S R TR T, A TN AT TR S S
TV P ORINTERNAL USE of KOSHIKA FOUNDATION  simifs 3wl 7
HGMW[IE& TRUSTEE 1 SIGNATURE of TRUSTEE 2
= | A T 2

e SN,

30-11-2024



