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conllrmation essental ly states that the Hospital will not avail any duPlicate assistance lor thE samo Patienucase from any other NGO or any other source

The assistance from Koshika Foundation is only financial in natlre. The choice of the treatment/Proc€du re advised/conducted by the Hospital on the
2)
palient, is based on the arrangement between tho patie nt & lho HosDital, and is in no way influenced by Ko

& it's outcome & safety ol the patrent, and Koshikg
assume sole & complete responsibility of the treatmont

lk (rqrt drqr cl ffi q-q srtrr I 1d d,nr&frt

2. '4ifrr6l Frs€Yr{" t d 'ri {rrrdl *c-d fqf q rtfa +1 r}i c{

d {q or fscq t dR "dRr*I $r.em" Em fdfl ran ot *i{ <src

q1 d,fr dR 'df{rfl" 61 di 1i{6I qr ffi Y( qrqd { afr *frt

f,sdra rm { rli Tdc ,n H 'rt a-<rrnfoa u 3*e t'fr qi rs a
cd tr tcH Es E { tfr d rflrq {itl qt{ qri sB a1 srt r!fr qs rsdn

shika Foundation- Hence, th€ Hospitalwill
Foundation will hav€ no role or responsibility

lll".#rYr*" " 
ni{ * qrre/fift d '*tprfl s"-+rr" t frfrq s.r"rdr t{ ffi. 61 rrd t, f{i {tI (f,srind) f<o, r-qn t qrq s 61-o'R 6{i ir

l ) cr ft r d q.{c|r rEt r * qfrq q frftrq {llq ft{t ik qldlt deli qI fr$ e'{ s}d { 3R t'tnlcti l t'} qr d rt t, id ft EEt '6jtlnl $rs-€m"

t ffiwffir r< * qEq { ,6iR|6r st3-c$r" EI{ C< tg fd ll qR .ciRmr qr3-cvn" rm Ttlq-dr ffid !qfir6irR-64 tg r-d( lil f*qr vnr t ni qqme

ffi q-{ rR q.rcirt T{qt qr ffi qq T'sNr i surdr ti cr qnmn t{m< rqcr tr rv 1E { rw +n vrin t f* nsam Efrq q< r< t"}qlTd t( ffi

1'l-04-2024

tt

'nadtrotor.
wro Lild.

Dr.


