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By atlng horeunder. signature of our Authonsed Signatory for recommending this case/patient for financial aseigtance from Koshika Foundation, we
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1} that we naither are presently nos will i future avail of inancial assistance from another NGO or sny other source, for the sams paienl/case, 85 we are
reguosting to gl rom Keshika Foundation, 1o the extent thal such assistance is granted by Koshika Foundation, If the requestad assistance is nol granted
by Knshika Foundation, in part or in full, thin the Hospitel reserves it's right to make up the shortfall from anather NGO or any other source, This
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assume sole A compiete responsibility of the trestment & it's outtome & safety of the patient. and Koshiks Foundation will have no role o responsibllity
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