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By atixing herounder. signature of our Authorised Signalory for recommending this case/pasient for financial assistance from Koshika Foundation, wo
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by Koshika Foundation, in part or in full, then the Hospital reserves i's right 1o make up the shortfall from another NGO or any other source. This
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assume sole & complete responsibility of the treatment & it's outcome & safety of the pationt, and Koshika Foundation will have no role of responsdiley

in the matior

wat adoe, wamed W s 1 wbd wt “sifon swter” @ flts e iy feertn ¥ wd f, R v (vemw) B weR ¥ e v wien vl

1) we e 3 o i ot o @ s o fles wpe el At wond wiees @ el s vl @ ver oot F O w ot @ 4, 43 e el e st
o fewfin il 7w % e 3 “wifes wrdie” oo wee iy W oR Cefon et oo e fiedh sleaen iy T o Tew on § @ s

ford s M wed v @ Sl e W B e B W sl gl e e g ¥ we e e § I seen e wex Tm it #y el
& v v @ ferl w aE W o e

2. *wifrsy wrdte” @ o0 wf o e Al w90 W e oo 9 of ser w el o Tvwafiew W oy Ol veee

w dw w free § ok wfes o po fed e w e cen o 1 el e O @ wew gow sl st et Wt wd edod 0 o vees
W v s wfre” ¥ 9 e @ feiol v wed T 9w

RECOMMENDED FOR ACCEPTENCE
_wiegh ® fog v —
Date of Surgery TR TR e
s @ wa .«.f.BBS.DO“oDN r1 . ‘ms:*\ar 2agehl
RBQ- 0. s Jhatyid
c"/‘"’/lg Mdﬁm with Stamp) Susrut E
TR WIRew Y1 R v g sl
FOR INTERNAL USE of KOSHIXA FOUNDATION &=t v ¥
SIGNATURE of TRUSTEE SIGNATURE of TRUSTEE 2
il e | i v 2

S BT

28.04.2018



