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By affixing hereundsr, signature of our Aulhorsed Signalory foe recommending ihis casefpatient for financial sssislance [rom Koshiza Foundation, wa
(Hospital) heraty affimm & sooept follawing:

1) that wa neither ane prasently nor will In fulure avail of fnancial assistance from snother NGO ot any other source, for the same palienlicase, as we ard
requasting togel from Koshika Foundation, to the exient that such assistance 5 grantoed by Keshika Foundation. If the requested assistance (& nat granied
by Koshika Foundation, in part arin full, then the Hospita reservas i's right Lo maki up the shertisl from snother NGO or any other source. This
canfirmation essantiaglly slates thal the Hospital will not avail any duplicate assistance for the same patienticase from ahy other NGO of any othar sourcs,
2\ The gssistance from Koshiks Foundation fs only financal in nature. The cheica oF the reatment/procedure advised/conduciad by tne Hospital on Ihe
patient, is based on the amengement betwaen the patient & the Hospital, and & In no way influenced by Keshika Foundation. Hence, the Hospital wil
gssume sole & complete respansiblity of thi reatmant & It's oulcome & safety of the petient, end Koshika Foundation will have no role or responsibilily
in fhe malier.

i sfwan, wEEd @1 st @ SRR S s wEE 3 faf oo i feef @ el 4, PR e (e R e @ A e wo

1) =% f5 5 7 i o = 9 wiem S Tt werae el R wRen wemE @ Fed e e 8w i F S ow A o €, W e e vt s
o fionfafn se & w1 i ey g0 R i o s sem g ween e stremes i e w0 e o § 6 s
il sF e T Wen W fEE SF WET § W A9 sfven gen w o g d ae wwowm # T omme e e e e w e
i Trdh o 0 Rl o mE W T SE

1 e et g ol o e S fain vl oS 6 0w v o 6 of wew o Rl ol arvafEm =1 g

% d w few b ok cwieR W o T TER W S0 R 0 A T wewe 4 00 s v gne 3 mm T
F Wi of i o i o ekl v A 6 & %
RECOMMENDED FOR ACCEPTENCE i i -
DR. PRAVEEN SEN SHAHI = % ferw_ et 5 | Adr aispaly | &
Date of S 4 1 4
o atn | Reg. o S74TS \
tefo3] 25 i (Narme, Des A
(Name of Dr. & Regn. No. with Stamp) on behalf ]
T W TN A R d TR A T F T A A A
FOR INTERNAL USE of KOSHIKA FOUNDATION ~ S=is ¥7a &
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

= e |

7 AT

' /4

18-08-2024




