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1} By affixing my wignalure or thumd impression on this Form, | (Applicant) hereby agroe & authoriss Koshiks Foundation and it's Trustees lo
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By affiing hersunder, signature of our Authatised Signistory for recommending thin case/patiant for financial assistance from Koshika Foundation, we
{Hospital} hareby affirm & accept following:
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patient, ks based on the arangsmeant betwasn the patient & the Hospilal, and & in no way infleanced by Koshika Foundation. Hence, the Hospital will
assuma sole & complate responsiility of the treatmaent & it's outoome & safety of ihe patient, and Moshilka Foundation will have no rls o responsibility
i v ratiar.

wEit e, wea Wl s W wEeah w e st @ fidie e iy feeeltn o ol B, Pl v (o) Frer wen @ e a wle et b

I} wr fa o ooime sbe o o wdftre o fifie wrem fecet A wowl) e w feslt e veim o wer dofeme o o w ook ok 4, W v i et
# fufofrds o % e F “wifon e on v iy B oot sifes s g s el s i et e e {8 sem
et avn M werll de w T = wee @ wowe o W sfues e e b @ e o we ww v § e s i v e e iy el
# vl vew m el == w1 ) syl

2 “wifs et # @ of woew S ffes vl Sl & 0 W e po d of e @ e T e W e oo e

# 9 w faw t & Cwifw st g el e w Wi s 9§ i e 4 0D % e o o s W 9wl el v e

! ol sl “wferm o o st W Tl e s A w8 W

2]
Q . mw: " m ey g%
Date of Surgery Dr. mw Reza YO
s ¥ ata W88 S. M S. Ophinaimology Assistant Administratof

o$forhe | vegemiie R

FOR INTERNAL USE of KOSHIKA FOUNDATION st v #]

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=it wEm | i e 2

S FAP

20-06-2025




