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requesting 1o gat rom Koshike Foundation, 1o the extent that such assistance is granted by Koshiks Foundation. i the requested azzistance is not granted
by Keshika Foundatian, in pad or in Rull, Ihen the Hospltal resarves 1€ right 1o make up the shortfal from anather NGO or any other source. This
confirmalion essentially stales thal the Hospital will not aveil eny dupllcate assistance for the same palenticase from any other NGO or any other source
2} The assistance Fom Koshika Foundation is only financial in nalure, The choice of the treatmenifprocedure advised/conducted by Ihe Hospital an the
patignt, is based on the amangement bebtween the patient & Iha Hosplial, a0d iz in no way influenced by Koshika Foundation. Henca, ihe Hospilal will
gssume sole & complate responsibility of the reatmant A iUs cutcome & salaty of Iha patienl, and Kpshika Foundalion will have no role gr respansibiiity

ir the matler.

T e, R = st A WA F) e TR A fafm w dy R # e &, F e (o) R v @ T wen e b
1) 7% fE 7 % wm s 1 o wfee F faf e fest e aeed dem W OARER s A @ T pimes F o A w8, AR e e U wTee et
# femfofas 70 % e 2 S TER AT g s iy 6 TR s W g wee fef sl 3 TeR A few am # o s
el =t w wen T s @ v o w sfesw wii we by gfie o wn T R A i we T it Byt e
. wrdl e w e s T A e

2, i wEATAT A o 7w dww faim met v &) i w e pu & o wEw o T Rt w30 eewm

& w9 = f £ o “wifmn TR 3o TR I W T 4w e d O e o o oxn A P A e
= grd sh “wifre” @ S ofen m fabsd @ e S TR e

\ ?_.,_\ RECCMMEHDED FOR ACCEPTENGE

Date of Surgery gest e
i oemuftant, Medical Superinlerent,

S LCIHTFE_& Ccalaract & Rafraciive Lrargety

iatetes & Eye Care

20 I l? / l) . rﬁﬂnula fos Eﬂ'mmm”

TR Ted e 1

SIGNATURE of TRUSTEE { SIGNATURE of TRUSTEE 2
R TR

7 TN

24.09.2021



