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{Hospital) hereby afrm & accept following:

1) hat we nohe arm presently nos will in lulure avall of financial assistance from ancther NGO or any other soarce, for the same patient/case, as we are
regessting o gal from Roshiks Foundation, to the extent that such assisiance b5 granted by Koshiks Foundation, If the requested assistance & not granted
by Koshika Foundation, i port or in full, then the Hospital meserves i's rghl is make up the sharifall from ancther NGO or any other source. This
confirmation essentially stales thal the Hospital will notl svail any duplicate assistance for the same patienticass from any other NGO or Bny other source.
2) The s=sistance from Koshika Foundation is only financial in naturd, Tha choice of the reastmentprocedurs advisadicandusied by the Hospital on the
paBient, s basad on the arangament between the patient & the Hespitsl, and s in no way influsnced by Koshika Foundatlon. Hence, the Hospital will
assume sole & complete responsitsity of the reaiment & s oulcome & safety of ine patient, and Koshika Foundation will have no role ar responsibility
in e maier

T sifen, T W S W aml W e s @ v s 8y e o wet &, Tl o (reme) fre v @ s w s e

1) W & T W wien @ 3§ ol o e e e owel e w fel ows we S owe i A w A w §, 3R e Csew et
i Tl e o way & “wifion weem ' oo we gyt ol sl wev” oo wenen fefy sifvsees oy e e oam €W s
fsit s e modt wom w fdt s T ® wesm 92w s g e o e F e e e § S osme e o T ittty fek

T werrlt e W Rl s e H AR S

1 “wifre wrrstes” 4 = v men g fafer ol w4 B w v g O o v B o svueiew W g TR o e

® dtn w fiown § obe “wifeen wrEeR g el wem w w0d com o b veied we A R o v g o s o o = el O o e
=t wit bt “wfive” W W ofen @ fesiol e € oo

RECOMMENDED FOR ACCEPTENCE
e % R weph

el

Date of Surgery pathi

syt W wity

&n}éﬁ"
= FOR INTERNAL USE of KOSHIKA FOUNDATION  &afts 3waim 7

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
il W T 2

421;@4/&?4_

17.11.2025




