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By affixing hotaunder, signalure of our Authorised Signatary for necommending ihls casel/patint for financial assistance from Koshike Foundation, we
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reguasting to git fram Koshika Foundabion, io the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granied
by Koshika Foundation, in part or in full, ihen the Haspital mserves il's ight lo make up the shorifall from snother NGO or any ofher source, This
confirmation essentially states thai the Hospital will not avall any duplicste assivtance for the same patienticase from any other NGO of sy other source,
2) Tha assistance fom Moshiks Foundation is only financial in nature. Tha chalce of the trestment/procedure advisedicanducted by the Hospital on the
patien], m based on the smangsmeni betwesn the patient & the Hospital, and I8 in no way influsnced by Koshiks Foundation. Henca, the Hospital will
assurma gole & complets responaibdily of the treatment & s outcome & safety of the patlent, and Koshika Foundation will have no role or responaibiiity
In the matiar

v s, vEWE W1 E O Rl w) “sifre e o i s o feerfon ot et 4, Bl o () e e @ v w s wnt b

1) W 5 7 9 e s 3 0 ofes o fafr e e fowl i W el s e @ v Gl F @ ow @ o §, S i e v s
W fefindied e & wan F “wifon st o v gy B b ol “wifes e oo gemm fedfy sl by v ol T we § W@ s
fonit sea e wowll siee W Rt e e W e oW sfieer e e o g o we v e § fe e fihe tex v Sl dy el
e wam weE w fas W W i e

1 “wiftew werv” 2 o o v g T i 6 ) A oo g o) of e w N v s W g bl of e
o v (o @ sy e wirsbe” gro Sl wrown b wee B gl weme F G o pare o shy sl wd W) el Redod B of s
W ol b “wifre” W W ot @ Petot W o F oo

21

( RECOMMENDED FOR ACCEPTENCE
, e w fg s
Date of Surgery .
AT e
mm;fn; s U 1amp) Hospital)
14/01/24 - m‘.ﬁﬂn AT st
) FOR INTERNAL USE of KOSHIKA FOUNDATION  #aits 7w 1Y
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
Tl B | R T 2

S’ AT

20-06-2025



