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By sffixing hereunder, signature of our Authorised Signatory for recommending this case/patient {or financial zssistance from Koshiks Foundaton, we
{Hozpltal) hereby sHirm & accept follawing.
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patient, Is based on the arrangament betwoean the patient & the Hospitad, and is In no way Influanced by Koshika Foundation. Hence, the Hospital will
essume sole & complote responsibility of the treatment & (U5 culcome & sately of the patient, snd Koshika Foundation will hava no role or responsibility
Iy S Bt

Furt e, pEE W s & WA 31w s § i w9 w8, Tl em (veem) B e S T u witwn w0 #

) T f 5 e abyq ¥ o o werm feed A wed v w ferd s R 4w ddvad o ¥R W # & W e et Yl st
@ frfin ey 7o & way F “wfow Wt g e by B o s ety go s fie s by g w fem s R s
Mmﬁtmn‘mwmnmﬁmﬂﬁﬂmw‘-mhnﬁ#mmuihmmmmwﬁﬁﬂ

¥ woed vom e s wee R T e

5 *wfyrw Trrst® A o i e e fifv wfy w8 &) o8 wve e @ i T et v gresfen o g Ed oo pe

& e w1 e § sk vwifr st g Rl v = T ) e v F i 2 e g shoad w9 w0 e e
w ¥l S “sifewt W e gfw @ facid o S e

OMMENDED FOR ACCEPTE ‘ '
CR SACHIN SHARWA"Cq™S fore stef j /\E%

~
Date of Surge : 0\ A 3 %‘-
Elﬁi'ﬂ’ffl'ﬂﬂ': Req. No. l‘t{:fw{‘ 4 % A . . )
11}& f.?l (Name of D, & Regn. No. with Stamp) 7Y ; o bandlt of -
TS T A v AR

FOR INTERNAL USE of KOSHIKA FOUNDATION

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
PR | kil L

&4y’ BAE




