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By affising hereundar, signature of aur Authorised Sigratary for recommending this casalpatiant for financial azsiatanca from Koshika Foundation, we
(Haspital) herety affirm & accept following:

1) that we naithar are presently nor will in future avall af financial psnisiance from another NGO ar any olfar Source, for the sama Faliznt/case, B8 we ang
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assume sole & complete responsibdity ol the treatmont & II's oulcamse & salely af Ihe pallent, and Koshika Foundaton will have no rale or responsibility
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