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1) thast we neither are presently nor will in future avall of financisl asuistance from another NGO or any other source, for the same patienticase. as we are

1o get from Koshika Foundation, to the extent that such: assistance is granted by Koshika Foundation. If the requestod assstanc I8 not granted
by Koshika Foundation, in part or in full, then the Hospital restrves I1's right to make up the shortfall from another NGO or any other sourtce. This
confirmation essentisiy stales that tha Hospital will not avall any dpbcate sssistance for ihe some patienlcass from any other NGO or any other source
7) The assistance from Koshika Foungation i only financial in nature. The choice of the treatment/procedure advisad/conducied by the Hospital on ha
patiant. is based on the arrangsment betvween the patient & the Mespital, and is in no way influenced by Koshika Foundation Hence, the Hospital wil
pssume spie & complete resparsility of the treatment & it's outcoma & safety of the patient, and Koshika Foundaltion will have Ao role or reponsibiidty
in the matiar.
st sy, woowd ) sl @ b wh *wiferes wrtv” @ S s iy Sl o) w8, fa v (v fre gen @ e sl s
1) me B i by w o wifiee o fifire rem Tt A e wres w fl sr e @ T ivivee F @ W B o W T e e et
# faortn ey T ¥ s 9 Ve wTrRe” oo w0 T 8 ot wifme orestmt oo e fefy sfeeaen Ty ) fem aw § @ s

farh s B et s w ferll s e v o afeen gefien v &) g o e wn wm & T oo fpie e e e # el
b woft wem = sl s wom | S Al

1 “wifme wEEET € o o goen v faim v w0 = vmem oo 4 of v w el susien W e O o e
® W ow feeg & abe = ol kv g el w o vem o b pterd v o A 8 pere e ol ot wd o sl Paskeft i o e

v sl wiire @ W e fon 4 a0 vt w—f
RECOMMENDED FOR ACCEPTENCE T
/r  wimh % T v vacEsH YADAY
Date of Surgery L nt Administrator
st & A Dr. Mo meez Reza ME]‘E.HH‘ l;"f Eya Hn;pl‘.&l
MB & moiogy D¢ (e Bk ignaion of Authorised Signatory
Q%\']s (Name of Dr. & HegallbLWidh Stamp) Hospital)
L Regib YOMOIRMeSEE am v v e e
FOR INTERNAL USE of KOSHIKA FOUNDATION  #Ffts waim g
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
A W | 5l e 1

7 BAL

20 - 03 - 2025



