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1] that we neither gre pragently nor will In future avall of financial assistance from ancther NGO or any other source, for the same patient/case, 55 we &
requesiing 10 get from Koshika Foundation, i the extent that such aswistance Is granied by Koshika Foundation. If the requesied nesistance is not grantod
by Kioshika Foundafion, in g mhﬂ.ﬁ,ﬂmlhbﬁm&ulmmll's#ﬂhnﬂumlh&ﬂnﬁlhnmandharﬂﬁﬂnrmruﬂnrmw.mls
canflemation essentislly states thel the Hospital will not avall any duplicate ssalutance for the same patientcase from any oiher NGO or any oifer source
2} The astistance from Koshika Foundation is only financiad in nature. The choice of the ireatment/procedurs athvisedicandocizd by the Hospial on the
patlent, i based on the arrangement batwaen the patient & the Hoapital, nnd |6 In no way influsnced by Koshikn Foundation. Hence, the Hospial wil
=ssuma scie & compiets respansibility of the treatment & I's outcome & salety of the patient, and Koshika Foundation will have no role or respansiblity

i Lhe mates

e i, vl 93 sl @ il W) i wEETt W fafr v iy Tewiin =1 == &, Frld v (vee) fe o A wm g = oww b

1 o Fe 5 7w 3 W iy 4 v s fied o wed v w ferd s @ ow dloet o S w A A e oo Ceifee e
3 frradiy iy o & e 4 “wifre st on e B e boo i st go owen fefn sfrceen ) s feo e o s
feth s & s e W fae s T @ weT A W afes e te v g we s e § B e Tfe e T e A e

1 wE o w fed w= ol @ 9 ameE

2wt e A o o e s Sl gl o & il o w9 ol e w S evueiin e g o e
% s w fovr ol “wiEE et o fed e w o e ot b pelid v F o8 S g o m s sl
2 it s e 9w e @ ol e e F

Dr. SUFYAN DAN|IS H ECOMUENDED FORACCEFTENCE

ﬂﬂiﬂ Eu]'nlfr M+H-H’-5-p Sr N
sitA w Wi

ALY A RS

(Name of Or.
I E NS M L g

FOR INTERNAL USE of KOSHIKA FOUNDATION  ®mifts 37

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= FE | A TR 2

7 BAE

¥/




