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By aflining hesaunder, signature of our Authorised Signatery for recommending this caso/pallent for financial asstetance from Koshika Foundabon, we
{Hospltal) heratiy affirm & accepl lollowing:
1] that we noitfear are presantly nor will in fulue avall of Snancial assistance from another NGO or any other source, for the same patienticase. a5 we are
requating |o get from Koshila Foundation, 1o the extan thil such assistance is granted by Keshiks Foundation. If ihe requesiod assislancs is nol graried
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