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Sy affixing heraunder, signafure of our Authorised Signatdry for recommanding fis case/patient for finencial assislance from Koshika Foundation, we
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1) that we neither are prasently nor will In future avall of finencial aselstanics from another NGO or any other source, for the same patient/case, as we are
requesting to got from Koshika Foundation, to the extent that such assistance |s granted by Koshika Foundalion. If (he requested assistance is not grantad
by Keshika Foundation, i part or In full, then the Hospital reserves I's right to make up the shartfall from another NGO or any other source, This
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assume sole & complate responsibility of the treatment & ii's outcome & safaly of the patient, and Koshika Foundation will have no role or responsthility
in the matisr,

mw.mﬁmﬂmﬁﬁ'ﬁﬁmmﬁ“ﬂmmﬁmﬂﬂmtﬁﬂﬂ(mlﬁﬁmﬂwﬂmﬂll

V) o T A e ol o i faf e el sl dem o e s wi A I s F O w A o 8, R R e e st
# frmfin/frft 39 & waw F “wifm wrvR " gm e vy T o e W o wewe fef sfowaee B T 0 few o § o s
il s T wd wen w Tl oee e | moen 83w afesn g v o e F v e e & B s figf e s Sl dg fed
W wE wer w R s e W S

2. “wifer w8 o o v e faf i S 80 woeeme g @ oo e oo e rraufiEn g 9o e

% i & fawa # st S seie” oo e we W wF T o b i veee F 00 f g g sl @A 9 @ wl Reded O @ g
%1 wii b s W o fd T e W g

RECOMMENDED FOR ACCEPTENCE
R & for wegfi
Date of Surgery gF
vy &1 wiw . Monika.] a . ;
1 §-  No¥o208 (Name, Desipia fanfp of Authorised Signatory
it QS' (Name of Dr. & Regn. No. with Stamgp) phalf of Hospital)
T T 8w g a4 W8 g S e
FOR INTERNAL USE of KOSHIKA FOUNDATION  #IFaft® 3w #
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
A T | =il 2

7 BAE

r /4

20-06-2025




