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requesiing 1o gel trom Kashiks Foundation, 1o the exient that such assistance is granied by Koshika Foundation. Il the requested sesisiance i nol granted
by Koshika Foundation, in part of in full, then the Hospital resarves It's nght ko make up the shaortfall from another NGO or any other source. This
confirmation essentially stales thet the Hospitel will not avall any duplicate pesigtance for the same patient/case from any other NGO or sny other source
2) The essistance from Kashéa Foundation is only financial in natute, The choice of the reaimentprocedure advised/conducted by the Hospital on the
patiani, |8 based on the arangement batwosn the patient & the Hospital, shd is in no way Influenced by Koshika Foundation, Hence, the Hospial wil
assume sole & complete responeibility of the teatment & it's cutcome & safaty of the patiant, and Koshika Foundalion will have no role of responsibility
in the matier.

Wt o, vl W) s @ WA W s et @ Tefe s d frefon # e 8, Pl v (rem) T e @ o o wlen e b

1) wF 5 0 o e s 3 o wfins o i s Sk fowwl W w el sew s W e ot F F w A o F, S e e i et
A fowrfeny e w o wenw 4w wibea ™ g wee why B B oR e st g e firdy sffemen by s i fem s @ o s
fosh s M wrwht wien w feeh = eeen # wewe A w0 ofiner i v how e o v v am e s i St i iy e
v vl wem m Bl s = A o A

1 “wiftow wrrdr” A o of weren W fefen ot o8 b SF o v g S v e fed o oreveies e oo e

% W w1 P § o sifire st g fedt wen w wl e o b el e F 08 9 e e e ot ol 8w fndol R oy

o il wifew” 9w gfew @ faeclol w4 o ed \ 7
T\
e \# e CHARAN MASSEY
Dr. WAFI ANSARI [Name, DesignaAG8I BiSAERIMthorised Signatory

nEluB’ﬁ-'l- ‘MHM Dr. Shroffs

TE 189 AR

FOR INTERNAL USE of KOSHIKA FOUNDATION  st% 799 1
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

= e |




