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By affixing hereunder, sigrature of our Authorised Signatedy for recommanding this cree/patiant for finsncial szsistancs trom Koshika Foundalion, we
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1) that we neither are prasenly nor will bn fulwe avail of financisl essistance from another NGO or any other source, for the same patieni/case, as we are
racuesting o gt (om Koshika Foundatkon, 1o the exiend that such assisiance is granted by Koshika Foundalion, If the requested assistancs is nol grantid
by Koshiks Fourdation, in gart or in full, then the Hospitsl reseries it'a Agnt to meke up the shortfail irom anoter NGO or any other source. This
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asgume solo & complole responsibiity of the freatment & it's oulcome & satety of ine patient, and Koshika Foundation will heve o 1ol or respansibliity

in tha matter.

wet s, TR W ST H WA W s e R Rl s b feed v §, B e (v Fes wan @ wew wie s

1) = o e st g A wive o i s et et wee w el o wR @ 3w Taes § St w A w8 e e Cwiee v
# famft A Ta % T d CEiE TR T W 1 T w s st o v e st f TR W wm E A s
fai s S woRl wew W TR S W W mEE 8w st i e o e e ww o § e s fiele s v S gy e

t woEd wEn R S R TR e
ORRE 3 1 At B B e Tl 2l o B R R SR R R
e P ¥ o S R R e s w s e wd §wiEd e | i S e gan A e
i w5 i

b |
=T NID RECOMMENDED FOR ACCEPTENCE
uggs 1 RAG

HAgit & fom_siegin y

Date of Surgery Re ' Mology

sew s s \Date TQ g k M
fr?/ﬂ_‘é’/ A L -5 (Name, Desig rised Signatory

: A {Name of Dr. & RegH Nerwith Stamp) ‘on behalf of Hospitil)

= W AN § v E T A R T T A b
FOR INTERNAL USE of KOSHIKA FOUNDATION  389ifis 30 3
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=l wE |

I TN

Lo

17.11.2025




