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By affixing hereundar, signature of our Authorised Signatory for recommending this casedpalient for financial assistance from Koshika Foundation, we
{Haspial) hersby affirm & accept following:

1) thiel we nelther are prasently nor will in fulure avall of finencial sssistance from another NGO or any other source. for the sama palienticase, S we Bre
reguesting to gel from Koshika Foundation, to the extent (hat such assistance is granted by Koshika Foundation. |l the requested sssistance is nol granted
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patignt, is baged on 1he srengement betwesn thi patient & the Hosplal, and s In no way Influenced by Koshika Foundation. Hance, ihe Hospital will
eEtume sole & complete responsivility of the treatmant & IU's outcome & safety of the patient, and Koshiks Foundation will have no role or resoonsibility
in the maites
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