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AGREEMENT by HOSPITAL (ywm# DU W)

By alfting hereunder, signature of our Authorised Sigratory for recommaending s case/patient Sor financial assistance from Koshika Foundation, we
(Hospital) hareby atfirm & accept lollowing.

1) thal wo neither sre presantly noe will in future svadll of financial sasistance from ancther NGO or any other source, for the same patient/case. as we are
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mnmlwummuw«umcmmamaumwmw-nmommum
vt adtege, yonul w1 sl @ wehof w “sifre wter” ¥ fle ween ¢ R o ol £ Sl v () fisy e § s ow wher ot b

1) W fi o @ wdare e v ) e 4 fales wpren Pl A el s w Tl e wde o wee it oF W w A @ £ AR s o Ceifen et

W frwfonfeds vor ¥ wae § Cwifen waTt oo w0y fe bow s st oo oo fedy sfowes 8] St e e § o s
B s wowd W W el aem wsew @ s o wa sfusn e e b e 4 s wp e s 5de wex Tee it fed

& wwd e w el ww T @ o et

L “wifem wwter® o o o wpew won A wgft o) b O s v pe @ of we @ el ot Tevafew w oy o o sroem

% v w feer § ofy “wfom wrteet pu Rty w o ven o § vt vevee ¥ O o per g ol aot wd W el fesot o

®) ¥k sy “wifon* W S ow w fmiol @ oast W B

Dr. SUF YA} DANIS et % e e

Date of Surgery .DNB
ot S M.B.B.&DO
Designation &
IO’QS'ZD (Name of Stamp) -
TN W 1 v 1 wWaw
FOR INTERNAL USE of KOSHIKA FOUNDATION  #13fts 7w iy
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

R T |

&4 Bt

30.052019



