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By affixing nereunder, signaire of pur Authorised Signatory for recommending (his casefpatient for financial assistance from Kaeshika Foundation, we
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1) that wa naithar are presenlly nor will in futiere avall of financlal askistances from another NGO or any other source, for the same patient/case, Bs wae Are
requesting to-get from Koshika Foundation, 1o the swlent that sush assistance ks granted by Koshiks Foundation, |f the raquested assistance is ngt granied
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patlent, is based an the arangament balwesn the patiant & the Hospital, and i In ha way influenced by Koshika Foundation. Hence, the Hospital wil
assume sola & compiete responsibllity of the froatmant & (15 outoome & ssfety of tha patiant, and Koshlks Foundation will have g rele of responsibiiy
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