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requesting 10 get from Koshika Foundation, 10 the exient that such assistance is granied by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or In full, then the Hospital reserves it's right 1o make up the shortfall from another NGO or any other source. This
confirmation essentially stales that the Hoapital will not avall any duplicate assistance for the same pationticase from any other NGO of any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/iprocadure advisadiconducted by the Hospital on the
patient, is based on the arrangemant betwean the patient & the Hospital, and is in no way influenced by Koshika Foundation, Hence, the Mospital wal
assume sole A completa responsibility of the treatment 8 i's oulcome & safety of the patient, and Koshika Foundation will have no role of responsibility
n the matter,

vt sfowy, ved ¥ st 3 osldd W “wifee st @ fufes seer iy e 9 w4, P v (o) fre e ¥ e w vl

1) we s 7 o wie okt v @ wfiew F Al woen feed A woerd sesey @ R see v @ e SRR € O w A o R A0 s aw Cate et
W fewfmfedy 3w & waw 7 “wiftn wrstr” pu ok ¥ T ool “wifen st oo e Nl safeowes ) s few e & 9 areee
fodd s & ) svw w Tl s T W s W W e i e b g § s e e § B s ol e e et iy el
B wwd vies @ et s wouy ¥ Wt madi

2 “winws wrdva® W o of woen S il sl 5 4o oo o 9 v wew w St e rvvien W R o v

ihuh'&'mm'uﬁmuﬂwﬂhmimiﬂtmmmﬁﬂﬂm
W1 vk b “wifre” W i st w Rt oo 3 o o &
w / 'é'/_\

y W
7

Date of Surgery
ol \3 ' , - . Desigration &
muuoms No.lthhp] behalf of
O\\ mumk:?muﬁl wl:mm
FOR INTERNAL USE of KOSHIXA FOUNDATION &=t 3w i
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
) v ) = a2

i i

28.04.2018



