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1) Ly affiong my signature of thumb impression on this Form, | (Appficant) heraby agree & suthcrise Koshika Founcation and it's Trustees L
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By alfixing hareunder. signature of our Authorised Signatory for recommancing thy case/patient for financiad assistance from Koshikn Foundation, we
(Hospital) hereby a%em & accept foliowing:

1) that we neither are presantly nor will in future avall of financial assistance from ancther NGO or gy cther source, for the same patienticase, 35 we are
roquosting 10 get from Koshika Foundation, to the extont that such assistance i grantad by Koshika Foundason, If the requestad assisiance is not granted
by Koshika Foundation, in part of in full, then the Hospital reserves IU's right to make wp (he shortfall from another NGO or any other source. This
confirmatien assentiolly stales that the Hospital will not avall anyduplicate assistance for the same patienticase from any other NGO or any cther source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the ireatment/procedure sdvised/conducted by e Hospital on the
patent, is based on the arangament between the patient & the Hospital, 8nd is in no way infiluenced by Keshika Foundation. Hence, the Hospitsl wil

assume sole & complele responsdiity of the treatment & It's outcome & safety of Ihe patient, and Koshika Foundation wil have no role of responsibiity
in the matter.

vt o, el W st @ bl ) Cwie st 3 s weon & feorftn W wf 1, st v (e freoe 8 s e

1) u¢ i 7 winm aby 3 @ s  fifre oren fed A sed deee w Al W vl @ e o © R w A T L 3R e e Cafos ardm
# feefmndy ve ¥ v € “wifm oot o e g f o e et oo wnes fedt sfoewes B v o few e § o e
fod s Bt wred wee @ fed @ wR @ R @3 W siven o e b e ¥ we e wa | e smem oA e Tm R iy el
# wowd W w et s W @ ek

2. “wifrw v @ W o apen Sum f sy ot § Of w weee oo ¢ of v w el R avaaiee W g 9 o v

® v w fvs £ b “wifew seeies oo R me w o con ot b et e F b ¥ e gow oh et W) W fedod o o eeew
= vl ol it @ W e @ Retol w oo F o

RECOMMENDED FOR ACCEPTENCE
R
eyl A “Tdbabee pak
o Dr. Rathel Josph % :
\ oV (Name of Or. & H T il

\B\X T W T il 8.1V, Lo e psoee afet s

ar ons Eyc Hospis
FOR INTERNAL USE of KOSHIKA FOUNDATION mig_m. e SEO R

SIGNATURE of TRUSTEE 2
2 )

20.12.2018




