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By aflixing hereunder, signaturs ol our Autharised Signatory for recammending this case/patiant for financial assistance from Koshika Foundation, we
(Hoepital] kareby afiirm & socepl ollowing:
1} ihat we nelther sre presently nor will In future avail of iancial sssislancs lrom anciher NGO or any other source, for the same patiant/case, 2s wa are
requesting to get from Keshlica Foundation, to the extent that such sssistance is granted by Koshika Foundation. If the requested asalstance is not granted
by Koshika Foundston, in patt or in full, theh the Hespital reserves Il's right to make up the shorifall fram anather NGO or any other souree, This
gonfirmstion sssantially states ihat tne Hospitsl will not avell any duplicate sssistance for the same patiant!case from any othar NGO or any othar source,
2) The asslstance from Koshika Foundation is oniy financlal In noture, The chofce of the ireatmentipracedure advised/conduried by the Hespital on tha
patlent, be based on the-armngament batwean tha pafient & the Hoopital, amd &6 in no way influsnced by Koshika Poundation. Herce, the Hospital will
gseume sole & complels responsibility of the treatment & I's outcome & safety of the patient, and Koshika Foundstion will have no rola or responsibility
In the matier.
Wt S, BRI W a7 WAt “wifee w4 Tl we v Rt o o § fel v (e fre e @ ae T e w8
1) =% FE 4 7 wiew i = 8 ot F fefte e T frowowd e w e o o 6 aw a0 m A T 8, W v e i s
3 famfonfet Tw % wmy o st st oo v iy e &R sl e g weee e st Ty v oW few o § W s
Fodr = A wow sie0 W FEE S e R T R w wfewn T TEw R Wy § o s ow @ i s Tl o s iy
fr ot wen W FRdt = R | T BT
2 “wfre yraEv @ o s il v 9 h A e o o s g e s S
w W9 w favg & ol i et o el wen w el s S 6wl weee § oS wre g el j
-

=t wi it “wifre " w1 = qfvw @ e @ oo | o

OR, FR&FEEN SEN SHAHFEEMHEHD;D ;;i h%%TEiCE \ \ a

Datoof Surgery | £, "No, 97415 Y
T W | T Dt SN N |
{1 | (Name, Authorised Signatary
(e nfa (Name of Dr. &Rgn. No. with Stamp) on behalf of Hosgital)
=50 & W TS I 2 3 T g i S

FOR INTERMAL USE of KOSHIKA FOUNDATION et 3w
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2

20-06-2025




