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By affixing heraundst, sgnature of our Aathorizad Sigratory for recommentiing ihis casefpabent for financial assistance from Koshika Foundation, we
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1) thal we peither are presently noc will in tuture avail of finencinl assistance from another NGO or sy other source, or the same palisntcase, BS 'We arg
requesting 1o get from Koshika Foundation, to the extant that such assistance is granted by Xoshika Foundation. If the requested assistance & not granted
by Koshika Foundation, in part or in Jull, ther the Hospita! reserves It's right 1o make up the shortfall from anotheér NGO or any other source, This
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patient, is based on the srangament betwien the patient & the Hospital, and ks In no way influenced by Koshika Foundation, Hence, the Hospital wil
assume sole & complete responsibility of the treatment& it's sutcoms & sofsty of the patient, and Koshika Foundation will have no role or responsibility
in the matior
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