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By sithaing hereundes, sgnature of our Authorised Signatary lor recommending thic caseipatient for inancial assistance from Koshika Foundation, we
{Hospital) hereby affirm & accept fallowing:

1] that we neliher @re prasently noe will in fuldre swail of financial sssisiance fram gnother NGO or any other source, for the same patiant/case, as Wi are
requesting to gel from Koshika Foundation, to the extent that such assistance |s granted by Koshika Foundation, if the requested assistance is nat grantsd
by Keshlia Foundstion, in gart or in full, than the Hespital reserves U right to maka ip he ghorifall from angthar NGO or any other soures, This
canfinmation sssentially states that the Hospital will nat avail any duplicate sssistance for the same pallenticase from any ofnar NGO or any Gihar Soutca.
2 The assistance from Koshiks Foundaton ks only financsal in nalure. The chaice of the restment/procedure sdvisedicanducted by the Hospital on the
matient, (s besed on the srrengement betwaan the patient & the Hosoltal, and is n no way influenced by Kashika Foundation, Hence, the Hospital will
gssume sole & complate responeiblity of the treaiment & it's oulcome & safety of tne patiant, and Koshika Foundation will have no role of respensibility

ir the matter

et i, T s st = e A e e iy faetm o w6 8, et oes () R w3 W A s T

1) e f5 8w S o T R e e e Pt ow wee o e e # wy T A E0 W ow kW e wiew e
# Bt S S TN T weET B NS i e o i e g weem e e B gt <6 fen wm # ) somme
forit s i wE den W el o WS ) e A W SR e T W e ¥ T W wm @ e i TR e i e

e woarl den W 0 s W | oA

z "ﬂ‘-‘hﬁrmﬁm"-ﬂﬂﬂmmmmﬁﬁﬁmmmﬁﬂmwﬁ&n&mﬁwﬂ 7
af:a'maqmiﬁ"ﬁﬁmm“mwmmﬁmﬁmmﬁmﬂw%mw#aaﬁ:ﬁt.‘r (i,
= Bl aln ST S W i W e e e s i w

TALNO! Hl?ﬁ ; TENCE
DR. PRH‘J’EEN SEN EH& S COMMENGED FoR ACTERT \ |

ekt g, T T 9416 :
i Fey. 180 _

/£, (Name, Desigh of Rtivers
f I, Eg { 25 [{Name of Dr. & Regn. No. with Stamp) on behalt of Hospital)
S W AN T EER T A A T A T T S
FOR INTERNAL USE of KOSHIKA FOUNDATION  sris 3w £
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
2 R | ! R 2

18-08-2024

i s




