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1 that we naithar gre presenly nor wili In fure avail ol fnancial assistence Iram another W& or any other source, for the same palisnticass, 83 we are
requesting 19 get from Keshika Foundation, to the extant that such assiglance iz granted by Koshika Feundation. If the requested assistance is nok granled
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patient, is besed on the arangemenl betwesn Ihe patienl & the Hosgital, and is in no way influenced by Kashika Foundation Hence, the Hospital will
assyme sole & complets responsiblily of the treatmenl & it's oulcome & safaty of the patiant, and Koshika Foundalion wilk have no role or respansibility
in the mater.
mm,mmuamﬂmmwmmm"ﬂmmthaami.mﬁ(m} T T | O = AR
1 % FE 7 3w s v @ uhrer o fafm T Fee TR de o fedh s win @ ol d o R o E R B TR R ST
B famfa ety 30 & wag 7w m‘mmﬁhilﬁ'mm”mmﬁﬁmﬁwwﬁﬁmmiﬂ ST
fafr a7 ¥ wrwm den T TEE s T A TR B3 . sfsn Tt b TR d v we o & R s fefm e e Sl 4 e
i e An m fE AT WA W T e
2 “FifiER TR # 2 T we S fate vt & i wmm g @ v @ e st g o e
2 g 71 frey 4 o T SRR g TR TR N S T T v e i F e g s sm w F) @l Faeed o s
aﬂﬁﬂﬂaﬂr“uﬁﬁm"ﬁﬁﬁmwﬁdﬂﬂwﬂ?ﬁ#mﬁm

' II

| RECOMMENDED FOR ACCEPTENCE -
SR R [
Date of Surgery Dr Nagesh B N
STt ® T FCunSungnl. Medical Supedntandent Mr. Lakstimipathi N
-omea, Calaract & Refractive Surga: {Name, Desig ation & Sty of Authorised Signatory
[N 4 B & REgh! Mo wh Stamp) (A L '@'nh-'-m?ww
(RN A (S Do W 1 of Shra o o
LR LY petd AT % 16M, Thim AR S SRR, AT A
FOR INTERNAL USE of KOSHIKA FOUNDATION 1T i # ki
SIGNATURE of TRUSTEE 1 SIGHATURE of TRUSTEE 2
| FF A TR 2
- /Q:.fﬂ/e

L3

24,08 2021

o



