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By aflixing hereundar, signalure of our Aulhorised Signatory for recommending this casa/palient for financial assistance rom Koshika Foundation, we
{Haspital) hereby affirm & accept fallowing:
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requesiing to get from Keshika Foundation, to ihe exlent hat such assistance is granied by Koshika Foundation, If the requesied assistance |s nol granied
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pesume gole & complete responeibility of the freatmant & it's outcoma & safety of the patient, Bnd Koshika Foundation will hava no role or responsthillty
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