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2) 1 solomnly confirm that sssistence, ! recaived fom Koshika Foundation will be used only &r the "purpose”, as stated in this Form, Tor which such sssistance
wis requesied by me
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By affixing hereundar, signature of our Authorised Skgnalory for recommanding this casa/patient for Snancial assistancs from Koshika Foundation, we
{Hospital) hereby affirm & accepl following.

1) that we neither sre presantly not will in future avall of financal sssistence from anather NGO o any other source, for the sama patlenticase, &8 we are
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confirmation essertially states thal the Hespitsl will not avall any duplicats sssistance for the sama patlant/case from any other NGO of any olhar source
Z) The assistance kom Koshia Foundssion is only financial in nature. The choice of the treatment/procedure advised/conductsd by the Haspitsl on the

patiant, ls based on the arangement betwesn ihe patlent & the Hospital, and is In no way influsnced by Koshika Foundation, Hence, this Hospiial wisl

m“l”mﬂyﬂhmlhm & safety of the patenl. end Koshiks Foundation will hove no rolo o responsibility
mallar

vt afiegn, venw ®) sfr @ wdvad W Cwlfn st @ falee weren ¥y firefte ot el #, B o (v B v @ e o wlew e b

1) v fis 0 o i sh 3 o sfive o il opam el & el dem w el s e @ Te bt W w o o E, 4 B e sl e
W fuwinfed vm & waw § “wifpe st o e iy e b ol Csifem T o e feef sifw e iy v W e we | @ s
fodt w=n & wvwrl oo w feddt o T @ T oW afesr e e bow e § we e e § e e Tl o v Sl iy el
W wowr Wem m W W T S

1 *wiftewr westes® W oo of wrem s el vy w0k o weoes g @ of wene o el v Toeowfies W o DR o we

% diw w fiews § e “wifow wresten” o fenlt v w i oo wlt ) peied weoes it o e e st st wd W @l Redod 98 v e
w i s “sifre W w gfe o fedod w oot F W eh

Mmmm

Duf -/ vl % fag el

ﬂ:m Or ﬁMameez Hf::_:
4

2 , & Raget NoGo
A NRIF | Ml el |
FOR INTERNAL USE of KOSHIKA FOUNDATION  ifts 79av 1 |
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2 ‘
=t e | = v 2

7 BT

o /.

25-11-2023



