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requesting o get from Koshika Foundation, lo the extent that such assisiance is granted by Koshiks FourdaGion. If the requestad agsistancs is nol granizsd
by Koshika Foundation, in padt or In fll, 1hen the Hospltsl reservas it's ight to make up the sharttall frm another NGO o any other source. This
confirmation essantintly siatos that the Hospital will not svell any duplicale sssisjance for the sames patient/cass from any offer NGO or any othar source:
2) The mssisfenee from Hoshika Foundation ke enly financal in nalere. The choice of the reatmeant/procedurs sdvissd’conducied by the HospltEl on the
patlant, is based on the armngemont betwenn the pattent & the Hospital, and is.in no wey influenced by Koshika Foundefion. Hance. the Hospital will
assume sol= & completa responalbility of the freatminnt & It's ouleome & safety of thi patisnt, snd Koshiks Foundstion will have ne role or responsibility
i the-matier

T Ay, T W AN B wee W s vt @ fufr e i fewion W ow #, Towe (e e owee o owes u ol s R

1) T W e ol 1R e d S s fel e sl s m e s v W o a0 owm o o b ke e e S et
A fammoe el Tw o ey F “wife s oo ae w o vl v T om wnon TR sfmnen By T few onw & s
Tt g i weil wem o T e I 1w =31 = S gier e ) w R d we wnoaw R swee i s v oo iy e
T wrE Her W el o w0 S s

2w w A o e e e agf S G w o go d s e e R Tvemaien w9 Tl od v

= i 3 faws ¥ R Cwifew st oo SR e ow own v ol e 6 A € g e o o0t W e el T pe

it ¥l S “sifmm” = w givw o el o F e

RECOMMEMDED FOR ACCEPTENCE
witemt w fou Asf
Date of Surgery
A O A (Name, Designation & Stamp bf Authorisad Signatary
2\_8-2 S (Name of Dk & Régn. No. vith Stamp| "™ on bahalf of Hospital
W W e E W 39w S st
FOR INTERNAL USE of KOSHIKA FOUNDATION &% awam #5
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T ] B 2

ST T A




