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By aiffixing horeundar, sigrature of our Authorised Signatary (or racommending this case/pallent for financial gsaistance from Koshlka Foundation, wa
({Hospital) herely affirm & accapt fallewing:

1) 1hat wa nadther are prasenlty nod will i future svall of financlal pselstancs from another NGO or any other sourge, for the same patient'case, 83 we are
requesling (o get from Koshika Foundation, to the extenl that such aesislance s grantad by Kashika Foundalion. If the requastad assistance is not grantad
by Heshile Foundation, in part or In full, then ths Hospltal reserves U5 dght 1o make up the shaitfsl from anolher NGO or any olher source, This
confirmation assentialy stales thet 1he Hospitsl will not avall eny dupticste sssistonce for the same pationticase from any other NGO er any other sourse.
2) The assistance from Keshika Feundation |s only financial in nature, The chaoice of the treatmentiprocedurs advisediconductad by the Hospital on the
pafient, is based on the arrangemant batwesn tha patient & the Hoopital, and |5 I6 no way Influsnced by Keshike Foundation, Hence. the Hospital will

assuma gole & complola rasponshility of the treatment & It's oulcame & sefety of the patient, and Koshilks Foundation will have no role or respansibiiity
in thve matiar

it slegn, ReE @) SR § wEal w Csifne st @ il ety el s 2, T o (v e em A s Hmn Ew b

1) we T ot wwtom she 5 @ sfiysy F Tafer s Tt o el s m 9l o0 o= R TR dimwE 9 w0 R W E S E e s e
# fawfn s o7 % v F S weive” oo e i T ol site s oo o el s B s 56 few e € ) s
Tl w1 T T o W T = e 1 T o1 W s goem T W g 9w wwy wm € e Tl e we St by Rl
i wrt Hen m R S w6 S

# ot w finey £ o i et g et e = W e e S e e it s
wit gt ol " = e fw @ foetd T e o A

RECOMMENDED FOR ACCEPTENCE

DR. PRAVEEN SEN SHAMI wismt = fo deim
T S Reg No.974t5 /0
121 - e (Name, Designation &
/ [ { o (Name of Dr. & Regn, No. with Stamp) on biehafl of Hospital)
T E TN T T 8 0, M T e iy s
FOR INTERNAL USE of KOSHIKA FOUNDATION  &it® 3wam £
EIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T T | e FE

A

20-06-2025



