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1) By affiking my signature orthumb impression on this Form, | (Applleant) hersby sgres & auihorise Koshika Eoundation and it's Trustees to
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By affixing hereundar, sianalure of our Authorsed Signatory for recommaending thls casafpatient for financial essistance from Keshika Foundation, wa
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1) that we neithar are presently nor will In futre availl of finenclel essistance from another NGO or 2ny ofner source, for the same petient/cose, as we are
reqguasting to get from Koshiks Faundation, 1o the axtent that such assistancs |5 granted by Koshika Foundstion. If the requestzd assistance s not granted
by Koshika Foundation, [0 pad or In full, then the Hosplial reserves it's right ta make up the shorttall fram anather NGO or any other sourcs: This
confirmation eseantlelly statas thot the Hospltal will not svall any duplicsle assistance for tha sama patisnticase from any elher NGO or any other saurce.
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pattant, s bated on the amangement between the paliani & tha Hespital, sod Isin no way influsnced by Koshika Foundation, Hence, the Hospital wil
aseime sole & complete resporsiBiity of the treatment & W's outcome & safety of the patient, and Hoshika Foundation will have no rots or responsibility
inthe matier,

et sifvEg, I S i S ot = st st @ fid woen b feeie w8, T ee (o) T wew A e 3 wlew w4

1) e 8 5 0 =R ST 6 vEw § S e B e s el s e | e s W ow A on 4, 4 T o wiie aresem
A firnfmff =9 2 vy § "wivs T oo we B B o S T o weow Tl sy b v 50 e e A s
st o i it S w R R e vee O w s g T R e T we wm o e smme foin s ww A g e

i serd Hew o fedt s s @ o e

2. “witfir TR W E e g i eglt 5T w e oo f o v i i T

% ot w0 e & st < we g PR v w e o w6 41 s v 9 R T g e s Ae
W s sl i i W e v e e

DR PRAVEEN SEN SHAHF“COMEE0 orAccerance 1\ 3

Date of Surgery _ 1
m ﬁ ﬁr&E ?rl%éﬁifzt‘!i =i S LLLETE T TR -
o [Mame, Desionation arised Signatory
s f o ( aé (Name of Dr. & Regn. No. with Stamp) on behalf of Hospital)
TET TN E T T L R T A T s s
FOR INTERNAL USE of KOSHIKA FOUNDATION  #ifis 2w §q
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T | = TR 2

Jp T

20-08-2025



