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by Koshik; Fo-undation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source Thls
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wilh the Trustees of Koshika i--oundation, and thgir decision is this regard will be final and accsptable to me.

l) y{ yql c( qci f,sqT{ qr d,rd ql otc s'n6{, d (qri<*) qr{ {rcft d IE 6rdr tcc'ciFtol $rdBm qlr rs+ ?rmci '+i afrq'd cr<I {fr *{ Tq,

q(r, ntd ict ql frcflI y{ vc? { {lfrd t, Ti 'sttrfli qq qTfr, <r{, rr{ryll $i T(kc t g6t {ftFmqi qk Bcafr{qi + f{i ffi d veR qqc

i vsrR-d e,d + frq qfrt-il tr tt vcl 6I fr{IoT itwrc*\[d qltci6ri * ffiq'triftIsl vrJ*tr{" c4d qEtil

2) d (er*<6) 1q rrd d sr{d {fr ttr cn, vdl, sta qh Rq(q qt td s[rrdr * s(M d rffi t Ii Frilr €lFri EI r6.fi Tff rrrmr $ II<q {
"dQr6r' {qr€-d qH er frotq qfdc lct rrq'6rt Ti,nt

iqt lcft-fd, rRr{t q1 S{ i clrd^},fr 6i "atlirfl srs-*fi' { fefdc qrl{dr tg fswR'{ tht srff l, H rFr (rmrd) fira r+n t qrq q f*nR 6d tr
l) qrf6rrl lcn dR ?fr qfrq { fffdc stlc ffi it{ s{6rt {sH cr FrS w< s}t irmtftqnd{*i qr d r}t,$Ctrrrci "6if{rnr '5rcd{I"
t ffi{rffia r< d sqs {'6iRt6r srfew'rm q< tg fo tr qR.6itl6r $rrC{r'Em srq-a tnft:rfimrsra }g r$ d frql qrdl t n} ${Irdla

ffi eq *{ {r6rt t1qr qI fh$ lrq r<rrrc d qirrdl ti cr eEfiR llfud ru tr ls lfr { se ea q l F q(T R Efiq cq< 36 t't/clrd tg frS
lk {cort {rqr qr ffi rr< $q{ d d tn ttt
z. 

.qlftrrr srr€w" i Rl ,r{ {lrrdl tT€ frfdq rqfr al *r r},ff vr rwtra gm t lI{ {aG ql H r{ sr{.rfrql 61 3{E t'i qs f,e H

*{-s6rFcqtqt"qifrrqrsrr3ffi'mffimncrci{qrrqa*fireHf,FE{t'tdrore!wqt(cl[+sli61IIrttq*<Ittflqrumro
d *,fr etr "6tftr6r" q1 6i{ lfrfl qI fnffi v{ qrrd { lrfl r}tt

11-04-2024

!4d\
LJh/iDr.

Date of Surgery

trtfi 6i iItE

N$/


