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By sffixing hereunder, signalure of our Authorised Signatory for recommending this case/patient for financeal assistance from Koshika Foundation, we
(Hospitad) heraby affirm & accept - ;

1] that we naither aro presantly nor will in future avail of financial assistence from another NGO or any other sgurce, for the same patentcase, 85 we are
requesting to gel from Keoshika Foundation, to the ealenl thal such assistance i granted by K.oahika Foundation. | tha requested pesialance (s nol granled
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assume sale & complale responsibiity of the treatmeni & it's outcome & safety of the patient, and Koshika Foundation will have no nofe or responsibiity
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