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1) thot we: nadhar ane presently nod will in future avall of financisl assistance from snother NGO or any other source, for the same patientcase, Bs we are
requasting 1o get from Koshiks Foundation, 1o the exdent thal such essistance is grantod by Koshike Foundation. If the requested assistancs is not ganiea
try Koshika Foundation, i part or in full, then the Hospital reserves s righl to make up the sharifall from another NGO or any other source, This
. confirmation essentially states thatl the Hospital will not avall any duplicate assistance for tha same patient/cass from any othie NGO or sny offer source
| 2) The a=sisiance fmm Koshika Foundation is only financial in nature. The choice of the ireatmeni/procedure advisedioonducied by the Hospital on the
pabent, i bazed on the arangement batwean the patiant & the Hospital, and & in no way milusnced by Koshika Foundation. Hence, the Hoapits! Wil

ansuma sole & complele responaibdity of the treatment & it's ouicome & safety of the patient, and Koshika Foundation will have no rmle or responsibility
i e masidar.

Tt wiews, vemal W w6 sraatd wl e st A el woen ) feeftn o it 4, B wm () B e @ e o el wnt

1) %8 & 7 % =99 o 3 W s 9 falw wp fed i wed Tem w Tel o o 0 oTE Tiewsd o R o R o § 0 e ol e et
o femfonfrd o % = d “wifew Wt om W i o it " sifew wesR T g e fiefe s @ wEg o faon b ow s
et s v weer) don w fed e woes B werew B W sfoen e vew o e O we wn e § fe e i T e ddaod iy el
¥ nowit wew W e == oeE | W S

L "wifre wnEve” 8 = o e s fafn vl W ) oreee e @ vl e W R TroTiEE W e T o e

% dra w fes & o “edfoen wisabe " g el w o e ol & et weeee d Ol & v e ol st wd o Wit Pt O od weee
w1 Wl s Cwtfre T W e i @ fedad g e d i

RECOMMENDED FOR ACCEPTENCE

7 A2 wimgh % fe s é%)
m-ﬂ wirw Dr. _Rameez Reza YOG . ﬁﬂu
B.B.S, M.§. Ophthaimology N

I (Name of Dr. & Regn. NoG@h{tio)

FOR INTERNAL USE of KOSHIKA FOUNDATION st 7w #

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
A T | = T 2

7 TP

11-04-2024




