
          “krZ ,oa lgefr i= 
 eS@ge Mkå chå lguh fDyfud] fjlpZ bafLVP;wV vkWQ lguh Mªx Vªaklfe”ku 

,.M gksfe;ksiSFkh ds fpfdRldksa }kjk iznŸk fpfdRlk vius fy,@vius ifjokj 
ds lnL; ds fy, ysuk pkgrk gw¡A eq>s@gesa fDyfud }kjk iznŸk fpfdRlk dh 
iwjh tkudkjh nh xbZ gSA 

 bl fDyfud esa gksfe;ksiSfFkd “kfDrd`r vkS’kf/k;ksa dk “kjhj ls fy, gq, cky 
¼ds”k½ ds ek/;e ls izlkj.k fof/k fpfdRlk dh tkrh gSA tks ,d vuqla/kkRed 
iz;ksx fpfdRlk gSA ;g ,d izkd`frd ,oa lqjf{kr fpfdRlk i}fr gSA fpfdRlk 
ds nkSjku fdlh izdkj ds vkoakfNr ?kVuk tks la;ksx ds :Ik esa mRiUu gks 
ldrs gSa mlds fy, fDyfud fdlh Hkh izdkj ls ftEesokj ugha gksxk vkSj eSa 
blds fy, dksbZ Hkh nkok is”k ugha d:¡xk@djsaxsA  

 eq>s@gesa fpfdRlk ds laca/k esa jksx ds Bhd gksus ds fy, fdlh Hkh izdkj dk 
vk”oklu ;k xkjaVh ugha nh xbZ gSA eq>s@gesa fpfdRlk ls dksbZ ykHk u gks rks 
eSa@ge fdlh Hkh izdkj ds nkos dk vf/kdkjh ugha gksaaxs@gw¡A 

 eSa@ ge mijksDr “krksZ ,oa tkudkjh ds vkyksd esa LosPNk ls viuh gh 
ftEesokjh ij viuh ;k vius ifjokj ds lnL; dh fpfdRlk djkus gsrq viuh 
lgefr iznku djrk gq¡A  

 fdlh Hkh izdkj ds fookn dh fLFkfr esa mRiUu jksx esa of̀+) ;k jksx ughsa Bhd 
gksus dh lkjh ftEesokjh esjh@gekjh gksxh vkSj blds fy, Mkå chå lguh 
fDyfud] fjlpZ bafLVP;wV vkWQ lguh Mªx Vªaklfe”ku ,.M gksfe;ksiSFkh ij 
fdlh Hkh izdkj dh ftEesokjh ugha gksxhA  

 म ै/हम Öवय ंइस सहमित पý को परेू जानकारी म ेहÖता±र िकया हò /ह ै 
 eSa@ ge mijksDr lHkh “krksZ ij viuh lgefr iznku djrk@djrh gw¡A  

 
Terms & Conditions and Agreement 
 

 I/We am / are pleased to take treatment for myself/my family member 
by the Doctors at Dr. B. Sahni Clinic, Research Institute of Sahni Drug 
Transmission & Homoeopathy. I Want to take the advantage of this 
treatment for my/my dependent Sickness/Ailments. I/We have been 
informed about the methods and implication of treatment at this 
clinic. 

 I/We have noted the information the Homoeopathic dynamic 
medicine transmitted through my hair is a research oriented 
treatment. It is natural and safe therapy. In case, I develop any 
unexpected event that might coincide during the course of  treatment, 
I will not claim that is the after effect of transmission of dynamic 
medicine.  

 I/We hereby confirm and acknowledge that I / We have not been given 
any promise or guarantee about the cure of my ailment. I/We have 
been informed that there is no 1    success, which I / We am are 



undertaking. In case I /we do not respond positively, I/we will be in no 
position to make any claim whatsoever.  

 I/We wish to undertake treatment for myself/my family member after 
getting informed about the risk and methodology. I/We give my 
consent for treatment at my own risk and responsibility.  

 In case of any dispute aroused due to treatment such as increase in 
disease or not getting cured, all the responsibility will be mine/ours. 
RISDTH and  Dr. B. Sahni Clinic will in no way be held responsible. 

 I have signed this agreement myself/ with my guardian only.  
 I agree with the terms and conditions as above. 
  

 
 
अͧभभावक के हèता¢र       रोगी के के हèता¢र 
SIGNATURE OF THE GUARDIAN    SIGNATURE OF THE PATIENT 
  
 


