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By affixing hereunder, signature of our Authorised Signatory for recammanding Ihis casa/palient for Srancial assistance from Koshiks Foundnbion, we
{Hospital} hereby affirm & accept follawing:
1) thal we neither are presantly nor will in future ovall of financial pssistance from another NGO or any othar sourcs, for the same palientcase, o we afe
regquesting 1o get from Koshika Foundation, o the extant that such sssistance is granted by Koshika Foundation, If the requested assistance is nolb granted
by Hoshika Foundation, in part of in full, then the Hospital reserves it's right 1o make up the shortfall from another NGO or any other sourcs. This
confirmafion essantially states thal the Hospital will not avall any duplicats assistance for the same patient/case from any other NGO or any other source.
2) Thiy assiutanco fmim Koshiks meummmmxmmummwwmwm Hospital on the
patient, is bassd on the amangement between the patient & the Hospital, and 1s In no way influenced by Koshika Foundation. Hence, the Hospital wil
pssume s0lo & complole responaibiity of the troatmant & it's cuttome A safety of the patient, and Koshika Foundation will have no role o responaibility

I e matier,

vt sifiewps, el ®) v @ wed e o) Cwiiew st @ fafive s by Rewftn o s B el e Cremn) B wen @ e w vl el b

1) v Te 3 o whe o x o ofiew o Tl e Pt el s W el o o W v T W m A o £ 49 e v wife et
7 fegfimfi a= % vy A “sfw st on e i T 6 O Ceive weEeT o e e At i T W B oW 9 e
fit o= fr el wea W D s e @ we B3 W sfew e T b om e d we wn o | e s Sl v e e iy fe
1 wrwrh wem W w T W o e

L “wifre weEYRT 9 F W awem v fefe e Wt 3R e te 9 v o w et T aransee W o R w e

* ¥ = fres § ol e ket oo fedd ven @ w vem o ol e O 2 v e ol a3 wd @ o el 9 o we

¥ el b e W W e w Pl o ) e

Date of Surgery
syt ) i

P

FOR INTERNAL USE of KOSHIKA FOUNDATION  SIFafvs 3w i

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
i v | i T 2

Y LAE

s g

11-04-2024



