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By afflxmng hereundar, sgnature of our Authorised Signalory for recommanding [hes case/patien! lor fmancial assstance from Koshika Foundation, we
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1) that we neither are presently nor will In future avail of financial assistance from another NGO or any other sowrce, for the same patenicase, 55 we &e
recuasiing to got from Koshilka Foundation, to the sxiont that such assistance in granied by Koshika . i the requesied assistance is nol granied
by Koshies Foundation, in part of in full. then the Hospital reserves it's right to make up fhe shortfall from another NGO or any other source, This
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assume sole & complets responsibility of the reatmant & It's outcome & safety of the patient, and Koshika Foundation will have ro role or responsibliity
in the matier
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