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By affing heseundes, signature of our Authorised Signatory for recommending this casalpatient for financial assistance from Koshika Foundation, we
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1) thal we nefther are presently nor will in foture avall of financial assistance from anather NGO or eny oihar source, for ihe same patient'case, an we ol
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assume s0lé & complete responuibifity of the treatment & I's cultome & safety of the patent, snd Koshika Foundation will have no role or responsiblily
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