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undar, sigrature of our Authorised Signatory for recommending ihis case/patient for linancial assistince from Koshika Foundalion, we

} hereby affirm & accept foliowing:

that wa neither are presently ror will In future svall of inanclal assistance Irom another NGO or any other source, for the sams patisnticass, a4 we are
requesting 1o get from Koshika Foundstion, o the exient that such assistance is granted by Koshika Foundation. If the requested assistance is nol granied
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assume sole & compleds responsibllity of the trestment & I's oulcome & safety of tha patien!, snd Keshika Foundation will have no role of responaibility
in the matter.
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