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2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted
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influenced by Koshika Foundation. Hence, the Hospital/Doctor will assume sole & complete responsibility of the treatment & its
outcome & safety of the patient, and Koshika Foundation will have no role or responsibility in the matter The Hospital/Doctor

‘ agrees to indemnify Koshika Foundation from any adverse outcome, quality claims & claims on account of medical negligence

| etc. in course of carrying out the treatment/surgery/medical intervention for which financial assistance is granted by Koshika
Foundation.

aﬁﬁmmﬁmﬁmﬁmmﬁmﬁ%hm%xﬁ%aﬁqmmﬁ%asﬁmmﬁw
‘Faaqnuhs‘a%mmﬁﬂfﬁﬁra?rgqah@%ﬂﬂ%%:

| 5) & =@ AW & B e e St eedvs ¥ oniis deraer S on < @ ofe Presht mer # mermAar ore
T E I O A% A @ e adue A Rl A weed wen @ o Al @ wemen o B ool A & wfrm & A
e A T weEer, e = F o oof ' F D et @ ora 48 A 2 A e # 98 s S R
7® FH 9T T U B orw @ & o ¢ ) g gt sfarda: T wed 2 B oewaw 3@ L EE @ A
& a1 & & 2ed onides weEan o T w6

=) FoE IR F FEHW F WE FAG AfGF ¥ 1 swAR @@ AN B R A g ea @ seE o 2o
o weme 41 o ¥ ae W ol ewgae & A @ Rwg ¥ olw Rl off wu & PR wE3es a4
afrm 7 B gEfe IvER, 9e@ ofeme, ow Ah A ge @ q e s @ A ol 5w fmm & S
wrEEeE #1 g FrdErd ar ufte @ A PR St AT Rred R wemer & w2, 3w s, we
faf#ia semdm % 4, fadl @ Aoda aiem e Reas am, ok et aaad s e
fz & fom eegam 2taey, five GE39w B gifEa e $ fom o e ¥

RECOMMENDED FOR ACCEPTENCE

: p, i & R
Date of Surgery W _‘
Sivom %1 A <y
37 Ne. PRASHANT MAHAWAR
.9 A 0BS5S, MD (Peds), F.N.B (Ped. Cardicloyy)
\\ RMC-19962

4}}\ Sr Consultant Pediatnc Cardiologist
" :\4 '.\
X .
o B (Name of Dr. & Regn. No. with Stamp) (Name, Designation & Stamp of Authorised Signatory

2T F AW, B, g6t 4 o o on behalf of Hospital)
A AT e s woam g g e

FOR INTERNAL USE of KOSHIKA FOUNDATION @ilfsi ®id2er & st udty o

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
A 4 s (1) L6 st (2)
7 Jo A

ool N P P WV A N -




