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requasting to get from Koshika Foundation, 1o the extant that such assistance is granted by Koahika Foundation, If ihe requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up tha shartfall from another NGO of any ather source, This
canfrmation essentally states hat the Haspiusl will nal avall any duplicale assistance for the sama patienticase fram any oiher NGO or any other saurce.
2] The-agsistance from Kashika Foundation ig only finaneial in nature. The choice of the reatmentorocedurs advisad/eandusted by the Hosgltal on the
palionl, i= based on lhe arrsngement beiween tha patient & tha Hospltal. and |s In ne way influenced by Koshikes Foundation. Hence, the Hosplial will
acsume sake & compiels fesponsibility of the eatment & V'8 outcome & =afely of the patlisnl, snd Roshiks Fouridation will have nio role or responsisllity

I the matisg,

T SR, T AR | wEEA w i e § A e i e w owE 8, B e (v e e S w w EeE e B

1) W8 i 7 7 wen sl = o v F fufe agr fedl e dens O i S o S I Il F R m R w6 48 e v it s
# fewimie a9 & aaw f “sifien weEm o o 1y f Al i weE gm wen Tl snesee 1 w9 few W € @ seEe
frdt 73 7 womI HEw W fEE @ T W W o W Sfeen g w0 e 1§ m=oww b s e T st it

i wwr W @ TeE A W 6 o S

2. " wEeeH” | T g ke ffr owgin w8 I rermE g m owee w el rentdien s e T

& W farm & AR Cwiee st g fed v S TR w8 sl e F S0 % s qow S s AR

R SR e wE qfen o fede® o oams F o w

MMENDED FOR ACCEPTENCE \
Jr. NIDHI RAG w fom el \
Date of Surgery MBES, M.D.Xip mulugyr
Fivom 1 e R -92549 >dP
Name, Desh
’ 7/ 03 ’ Rb Dateyiame 1 Kg. Witk Stamp) i on Hehalf of Hospital)
T W T W R & TR A W AR FOE S s
FOR INTERNAL USE of KOSHIKA FOUNDATION a7t 2wim iR
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=it gE | =} TR 2

T

17.11.2025



