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By affieng hereunder, sgnature of our Autharised Signatory for recommending This casalpatien| for financial assistance from Keshika Feundaltion, we
{Hompital) hereby affirm & accept following;
1) that we neithor are presently nor will in luture svall of financlal assistance from another NGO or any othor source, lof the same patientcase, as we ane
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gssumae sole & complite responsibiiity of the lrestmant & ITs outcome & safely of the patlent. and Koshike Foundatlon will hitve no role or responsibifity
in the rmatter.
vt sifiegn, el & ol @ meRebd w) Yeifive sadee” | fifim s o fieie ) =it 3, B e (e B TR R o e W
1) T 5 5 3 weE @ 7 6 oew § Bhw owes e i owed Sem o A oas i S oTe Sl S S e @ o, 3 v Csitew weet
# forprftfesfn s o wsew o wretw g wee g e i et Wt g e et sfense b s e e § w s

faerft s iy ool e o fel s w9 s 90w afiee gl v b orw g d one s R s fips wee T it dy fed
b et wee w et o= e @ o Ao

1 “wift et € o of wwen s ffm e = 1 T v v on @ v v w0l TrEE Y W e O o e

o s w faws & ol “sifiee st g St swe w0 wid on ol b sl e o o8 wre ow s st ot W Wl Pesiod o o e
w o it o Wil fie o Fadn® ww o af o

RECOMMENDED FOR ACCEPTENCE
wEE ® fag dei
feiory k|
ot ANl ot

Qe

tnm.hit_flnm

FOR INTERNAL USE of KOSHIKA FOUNDATION  sfi% awim 7

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
il ¥ |

TR TAE

04-03-2024



