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1) that we neither re presently nof will in future avail of financial assistance from another NGO or any oiher source, for the snme patient/case, as wu &ra
requesting to get from Koshika Foundation. to the axtant that such assistance is granted by Koshika Foundation, if the requested assistance 5 not granted
whushikaFmthm.mpanmmM.MIm Hospital reserves i's righl to make up the shortall fram another NGO ar any other scurce This
confifmation essanlially siates that the Hospitsl wil not aveil any dupbcale assistance for the same pafient/case from any other NGO or any other spufce
2) The aestetance from Koshika Foundation is only financial in nature. The choles of tha reatment/procedun advisediconducied by the Hospllal on the
patlent, is based on the arrangement batwaen the patien & the Hospital, and is in no way influenced by Koshiks Foundation, Henca, the Hespita!l wil
sseume sole & complts responsiblilty of the trestment & it's putcome A& salely of the patient, and Koshika Foundation will heve no role or responsibilty
ini lhe matie,
r-nimhzmﬂﬂshﬂmﬂrﬁﬂmm‘ﬂmmnhm1ﬂl.mntmNnmﬂwnmmh

1} fiy 3 o b st A ﬁimmmlhMWEMHmimMMiﬂﬁuﬂﬂtiﬂftnnﬂ'm Frara"

& frer i faih 7 & waw 4 *wfw wrdmT ge wx R s b ﬁ“ﬂmmﬁ*wmhﬁﬁmﬁwﬁhmiﬂ I
mﬂhmm-mﬂmﬁmﬁm.mmmhwﬁﬂmm wm & s s fpke weg wwn Gl iy el

# o wea w P sem e B o s

2 't‘rﬂmm‘imﬂimmm‘mdhﬂmmmﬁﬂmuﬁﬁnﬁnwﬁw
3 @ w & ol CaER ST g fed wew W oW e b ied v d 9 € o o i s W W

st weit s e @ W i w frdalt w4 e

RECOMMENDED FOR ACCEPTENCE
= wigh & s

Dateof Surgery | [ NISI DAV
o == | mEas, ONB ogy

f'-fl’r:- 2L P20 Nianw ofdr No. with Stamp)
' Date. . zsawAma pEs sl

FOR INTERNAL USE of KOSHIKA FOUNDATION  stifis weim ¥

SIGNATURE of TRUSTEE SIGNATURE of TRUSTEE 2
= T | = v 2

L
L P b R I



