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{Hospital) hereby afilrm & accept lollowing
1) that we neither are presently nor will in fu ture avail ol financial assislance f.om another NGO or any other source. lor lhe same patienl/case, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Fou ndation. lf the requested assistance is not granled

by Koshika Founda tion, in part or in full. then the Hospital reserves il's right to make up lhe shortfall from another NGO or any other source. This
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The assistance from Koshika Foundation is only frnancial in nature The choice of the treatmenvproced ure advised/conducted by the Hospitai on the
2)

].H".##j.*" * .*{ t q*e^},i d -6ip.,r srrc.o" * fifcq sfic i( fss'R., al crd *, ffi rc (f,srd*) frra ,.n i rrq c gy{R Td tr

l)qRf{iniqdcnqt(afrqfrE{{fsfiqRtlq-drtrdlk{Iqrt{erqqltr$q-qqtd{3.*ltt/ard{r{iqrtrtl,iifrrci'litftGlslB-*fi"
t ffiwFnfr r< * st{s { .6iR|6r $tr-tsrc,' rR r< fu ft tr cft 'EtfiIfi srd* q' Em {t|q.dr tnfd qfir6/q66 tS rd{ rt frqI qrfl t ni q€.dls

ft;S rq tn srmrt risr qr frs s4 ({Et1 t qEc'dr di 6r qfr6R Bftil 1gi[ tr re lE { rqe 611 qr t fr qwra trtq q< r< tfimqd tE Bfr

rr< smrt trql q ffi er< srq< d Td $flrd'it

z. "ciftmr wr*m,,t d d Er.rdr +q-d fCffi r{F al tr rhi c{ rsdm dT { 'ri {tnr cI f6.i 'ri zr{Iwf6a 61 3n tt fi tmm

*ctsa frcq I rlt{'der*I $lr€{?'a{ ffi r-trR 61 6t crn d reH f,sdlf, {ftfr * rorq $$ qt{ lrnsrid{r(ffittqd'mrg
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