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1) | herey confirm at all detalls in this Form are True o the hest of my khowlodze. Any false statement wili render my Application & ongoing assistance; i any,
linble for rejaction/canoaliation.
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By alfixing hereunder, signature of our Authorised Slgnatary for recommending this sasafpatient for financial assistance from Koshiks Foundstion, we
(Flaspital) herety affirm & socept foffowing:
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confirmation essentially states that the Hospital will ot avail any duplicats sasistance for the same pallsnt/oase from any other NGO of any other sourcs.
2} The azsistance from Kothika Foundation is only financial in nalura, The choice of the restment’procedure advised/conducted by the Hosplisl on the
patient, is besed on the arangemeant tatwaan the patient & tha Hospdal, and is in no way influenced by Koohito Foundation. Hence, the Hesphal will

assums sole & complete responsibilly of the trestment & I's oulcome & safaty ol thi patient, and Koshlka Faundatian will have no role or responsibility
in \he malier,

euit sfign, sl BT 0 S TR W i el Rl sy S W &, B e (e B vl e 8 e e h

1) W8 & 7 W wEm i 5 6 i | i aen wEwond dem n fel s e @ = i F 5w A b, W T v e weetn
# frrftn i 7 = Wy | wifn et o b P e st st g v el sifrsanee 2w R Rew s f o s
felt == iy sl Wem Rl o wnA @ e A3 w1 efieem goie e § v g o e wn w # P s Tl s T Al d T
i oy e o flt s T | o dmn

2. “witfere wraske A o o wwem S Tt wge W b o e gm o wf e @ R ow awanlien T
% e w fres & s e s g e v ] s S8t 4 v e A T e o sl s RS
S v e “wifen w1 oS qfw w P v e F oo

RECOMMENDED FOR ACCEPTENCE
Dr. PRAVEE wied » oy deg
Dale of Surgery e i
sifttyR =1 wifE
(Name, Designation & § rised Signa
! 'H .-'}Q..’ S (Name of Dr. & Regn. No, with Stamp) on bahalf .
T H T TR TR T H W T
FOR INTERNAL USE of KOSHIKA FOUNDATION =i 35am E?[
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T T | AR VT 2

BT

20-08-2025



