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By affixing hereunder, signiture of aur Authorsed Signatory for recommending this case/patient for financeal assistanoe from Koshiks Foundation, we
(Hospiisl) hereby affirm & actept fllawing,

1) that we neither are presantly net will In liture availl of Tnanclal assistance from ancther NGO ar any other source, for the same pebentcase, 08 wo are
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assume sole & complale respansitility of the teatment & 11's oulcome & safety of the petient, and Koshika Foundation will have no rola or responsibiity
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