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requesting 1o gat from Koshika Foundation, to the extent that such assistance ls granted by Koshiks Foundation. If the requested assistance is not granted
by Koshika Foundatian, In par of in full, then tha Hospital reserves Il's right o make up the shortfall from-another NGO or any other source, Thiy
confirmation essentially states that the Hospltal will not avall any duplicate asslstance for the same patient/case from any other NGO or any other source,
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patiant, is based on the armngamant batween the patient & the Hospital, and is In no way Influenced by Keshika Foundation, Hance, the Hospital will
gssume sola & compiate respansibiiity of the treatment & It's outcome & safaty of the patient, and Koshika Foundation will have no role or responsibility

in the matter.

vt s, g W s A wA W e e 6 i w b Rt o) w §, fod v () B e § aem s e s 6

1) W s 2 o whom aby 3 o v F fafm e f v deas w fit s v @ T a6 wd o § W oo e s
 fafovfee T % waw 4 “aifee wE” w0 T R e §) i S wif st g s fef s g aen fem o § o s
fislt =y e el e W fd w s § wwam s sfuwn i e o e F we wn s ¢ e s e e g defteannd iy el
A wowr sfen w sl s o @ oW Sl

2. “wiftwm weRT" A & wwm v fufr s W O W v g @ o v R sTeaiew W o
= i w e ol e e g fesdt v w i Tt b i e F O o ver o s s e

o v ol wm” W W g @ ot o F e iﬂ.iw ra_—"
. dminis o
) UFYF‘&N 1) 51\ | RECOMMENDED FOR ACCEPTENCE ﬂ"RC*IJrf,,Sh!:;Ws Eye Care Insti
D&% 8-S ACNIS rJI‘JW % forq wefh "UrmM
nauur;mg: e MCA82893
" .
: s (Name, Designation & Stamp of Authorised Signatory
23 DZJQ—J (Name of Dr. & Relyn. Mo, with Stamp) on behalf of Hospital)
TR W TN S PR T AR W 8 ¥ W v afie
FOR INTERNAL USE of KOSHIKA FOUNDATION  3Tifts 3w 17
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=t g | A TR 2

vl A ¥

30.05.2019



