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1)1 hereby confirm that sl details In this Form are True to the best of my knowledge. Any lalse sislomant wil rendir my Application & ongolng assldlance, sy,
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1) thaat we neilter are presently nor will in future avall of finenclal asslstance from another NGO or any other source, Tor the same pallonticase, as we ora
rauesting lo et from Koshiks Foundstion, ta the extent that such sssistance is granted by Koshika Foundation. If the raquetled aesistanca s not granted
by Koshika Foundation, in part o in full, then the Hosplal reserves It's right to make up the shorfall from anather NGO or any other sopice, This
confimnation essantizly states that the Heospilal will not avail ary duplicste assistance lor the same patientivasa from any other NGO or ony othar-souroa
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palian, is based on the armrangement batween the patisnt & (he Hoopital, sad is 0 no way influsnced by Koshika Foundation, Hance, the Hospital will

assume sole & complets responsiblilty of the treatment & It's cutcome & safety of the patiant, and Koshlika Faundation will have ne role of responsitiiity
in tme matiar.

Tt SR, wA W EE @ AR ST e A T a i i @ e, T e (e B pem w e T =i e

{) s T W e =i @ @ w9 Tafm wwen fes S s e w el s ww T Tiame F W W o F, 3 R e s wese
# forim s 5= ® v 4 Cwifen wesn oo e i B wR s e go e e sdesawe § w0 o § o seee
farelr e Tt e W R o v 3 v S e gien e & TR we ww wm # fieosme fofn e e i i fe
et wem o fee == wem A o S

2 “wifies wwtee” % w W we s et wgte # b i ow rem on §  wew fe aveiEn W g
# Wi W Ty # 3 “wiew wE g el wew w0 w T o b ol v 9 O F e e e W ;
w v #n Yt = S i e o o F o \
. RECOMMENDED FOR ACCEPTENCE
MBBS, M.D, Ophthalmeogy =it = T wwgfi

Date of Surgery  Reg. No.-UPMC-28573

mﬁm atell . '.Timel o [H w‘ w‘ms’gnmﬂw
3 on

es / «2{ ¢ (Name of Dr. & Regn. No. with Stamp) on behalf of Hospltal)
T W TN F R E 4, T T & U TR Fugn FE
FOR INTERNAL USE of KOSHIKA FOUNDATION  aiiiit® awam
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
A T | e T 2

BT




