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for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospilal) hereby affirm & accept following
'1 

) that we neither are presently nor will rn future avail r-.rf firranciai assistanc€ from annther NGO or any other source, for the same patienvcase, as we are
requesting to get from Koshika Foundaiioil. ic lh{r extent that such assisianie is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshrka Foundatron, in part ar n llrii. tnen the Hcspiiai i'eserves it s rgni ic nrake up the shortfall from another NGO or any other source. Thrs
confirmation essentially stales thal the Hospital wiii not avali any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance front Koshika Foundation is oniy- iinarcial rn i-rature 

-l"he 
chorce of the treatment/procedure advised/conducted by the Hospital on the

patient, is based on the arrangement between lhe patrerlt & the Hospital. arid is in no way influer:ced by Koshika Foundation. Hence, the Hospital will
assurne sole & conlpiete responsibility of the trealmen! & it's outcor.rre & safely of the patrent, and Koshika Foundatlon will have no role or responsibility
in the rnatter

6ctt efir{fr, rmrcr* 61 dq q qm*nr,ft al "*ifir*r rsrdan' * ftftq e-6r'qf,, fu fu'rrfrfl si qtfr +, firS w (rsrre) figl rsR { qrq q q}on q,i tr
l) {6 ls r d qdqn qk c E1 qfdq { fqkq Harqf,r ffi +{ Hr*rfi srqT? qi ffi q'q riin t rm tft/qqd { dt qr d r* t, +d fu 6qi'qifrr*r v,rd-€flr"

tffinzffiru*$qqq{"q}ftrwq;g$ss'ERrcqE?-dfrtr qR"trlRr*trsrs€ynnERrrrEprilffierfrr+nr+-e€ilE{rcfrf6qrqiltdorsilfl

ffi erq i{ slm'rfi ri{qr cr td'S srq {flrwr d qflqdr di q'r eftrsT{ Uxfqq {ffir tr vq ttr d tcte fi6r qnr t fr o{silfr fd'ffc q(q BiFr t'fr/crrd tg ffi
+{ Trrort s€ir qt ffi ir;zr qrrn * 'rfr d,Tr&frr

2. 'slRffir s,s€yFrrt t d "rg 
sfl-.rdr +f,f, fsfrq sqft a1 tr ifrfi q{ Esrflcr Em * rd qerrr qr k-4.r4 srqrvrF*qr lF,t $rs ri,t W reino

c61 tr Eqftra rsflfl { +fr + {firq gc{r sft '3ni sri ai rr0 tq+qrt t'fr

By affixing hereunder, signature of our Authoris..d

* atq q,r frqq t srt "qifrrfir vrf,e{n" Em &rS j|{,n qr ett qqrq

d Etft .*t rqifrTsrx qi sH [Fr6r qr ffi vs crrd { rd d,fir

Dr. Ashwini Kurna ffi + fmq $qfd
FOR ACCEPTENCE

(Name, Designation &

24ulro
lFI rt V(

t

I

0n{Name of & Regn. No. with Stamp)

Sqiw 6i drfi'u

Date of Su

gFE{ 6I IFI S ERIEil S {&, 1

No. -06028
........... Dete

Signatory

3{Fr6rt

FOR INTERNAL USE of KOSHIKA FOUNDATION OITf,frS vc+,I t(
SIGNATURE of TRUSTEE 1

qrs E{frrtr{ r

SIGNATURE of TRUSTEE 2

qrs fimsT( z

{ 4-FI

30.12.2019


