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By wflaing hereunder, sigralure of our Auhoneed Signalory for recommending s case/patient far finanoial assistance from Koshika Foundation, we
(Hespleal) hersby affirm & accept followlng
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s=uume sole & complote responaibility of the treatment & IP's odtcome & safety of the patient, and Koshika: Faundation will have no mle or responsiblity
in 1he maiter.
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