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reguesting 1o gat frem Koshiks Foundation, 1o the exlent that such assisiance i granted by Koshika Foundation. IFihe roguestod assistance s nol granted
by Koshika Faundation, in part ar in full, then the Hospital raserves iU dobt 1o maks up tha shonfall from snothar NGO or sny othar soures. This
ronfirmation essentially states that the Hospital will nof avail any dupiicate asslstance for the same palient/case from any othar NGO ar any olhier souroe:
2] The assistanse from Keshika Foundatlon bs anly fingncial In nature, The choioe of the treatmentprocedure sdvissdicenductsd by the Hospital on (e
patiznl, ts hassd on the arangamant between the patient & tha Hospitnl, end |5 in na way influgnced by Koshika Foundation, Hence, the Hoepital will

assuma tole & completes fegpomsibility of the lreatment & s sutcome & safely of the patient, and Koshika Foundation will have na role or responsitlity
m tha mattar

wait S, ww w1 a4 sl e s # T e b e w8, B o) T e @ e e
1w TS W i i 5 o sl o Rl s T o v o s v wi R T Tiveee S o m o o, 38 e v S s
o T W s Cwfen e gm we g o i Cwifow e g g et siesmsn by wer o fem o £ @ s
fael a7 1wl weq w e 5w A wewr S e s g v o g we an am R aveae Tl e e il by S
0 ER HE o T T A AR ek
;."ﬁﬁmmﬂm"##rﬁmmﬁmmuﬁElﬁmmwﬂﬂmmhﬁﬂmw-ﬁq -
5 9= 37 fawg F o wiw vt g el wm s SE s 0 ol semm A O v o o o 'ﬂﬂ
w1 i witm = e gfem @ feid o oo F o)

DR PRAVEEN SEN SHARI e = fom st

N,

Date of Surgery 1
i A als | oo 97415

E/ﬂ 25 ELT T T - ek rv R Mame. nﬂslg‘naﬂnﬂ l E ‘ '-'-'F_ !; .ok "I_ 4 s‘gnlm
R 3/ (Nama of Dr, & Regn. Mo. with Stamp) on tehalf of Hosplat)
TR W TR T PR 9 TR T M E W e s S
FOR INTERNAL USE of KOSHIKA FOUNDATION  stefrs Zwaim 37
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
= B | ] S 2

vl o

30-11-2024



