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AGREEMENT by HOSPITAL (EwdTfl ERI 6.{R)

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienUcase, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance isahot granted
by Koshika Foundation, in part or in full, then the Hospital reseryes it's right to make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospilal will nol avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hoipital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient. and Koshika Foundation will have no role or responsibility
in the matter.

Ecrt srfuq(, rmrsrfr sft sk t qrrd/&fr ql "{tRrfl $rs+vFr' t frfrq wrwr tB firsrRvt sfr qrfi t, ftrC w (arnm) frq }mR t qrq q *on q1i tr
l)T6fsrdrdqnet{qflqfrq{fqftqwrqilffit{sr+rfrupfliqtfufrq-qr*atr*tft/qrd{dtqrdrdt,+Cf6EEi'ElRrflr{'rsE!n,
t ffiitrffi Bffi + Tqq {'qiftffiT rfirs+{t'ttr ERr c<s tg fo tr qR "61frrd'r rs,sewrx ERr sEl{rfl ffi eTtr{r6'/T6e tg rgr *i f{'cr qlf,r t iil lrsilm
ftnS erq tr srrrt *pn qr ts'S lrq e-{IFI i mrq-cr fri 6r .qFrsR gGte rwr *r vq tfr { se qa qil t ffi oTsild fdfrq qfi Biff tfricrrd tg t6fr
ft sr+rn ser qr frnst orq {rrrFT r{'rrt frnrdrfrr

2. "61Rror v,r$dffi" t d 'ri gtrqdt +{fr fcffi r{ft *1 tr rtt c{ tsinf, ERr { rr{ milE qr fr'a ,rq vrsnrufuqr q,r girs r}fr w asrdtd

rtft *r VsFri rsare { +,fr + rf,rq $fl oilr on+ Eri *t vrt ffi rj,fr Cc Ewdtf,* ets ql fdsq + 3r\'+tRTsT srr€yn" Em ffi ffiTt qT q;tf <erq

si d,fr .3r\'ilEmTsril 61 sr{ lffufi qr ffi {s qrrd d rd d$r

oofrri:-

Date of Surgery

arictvn 6'tdfts
'ffiEB$, ili':F, fisc"

R'*g" t!*

(Name of Dr. & Regn. No. with Stamp)
gFM 6T ruI E FHIEfi S G, 1.

(Name,

orFrfirtfi s T( wdrf,

behalf

;q'fi ailrs{ t

Of TRUSTEE 1 2

qr$ rmnn z

of

)

30.12"2019

1 Foundationhereby

Foundation

rl

<t oTTe mT

rfrqtfr
FOR ACCEPTENCE

rms

FOR INTERNAL USE of KOSHIKA FOUNDATION

t


