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By affizing hereunder, signature of our Aulhorised Signatory for recommending ihis casalpatiant for firancial assistance from Keshika Foundation. we
{Hospital) hereby effimm & accept following:

1) ihat we naithes ara presently not will in futore avedl of financial asststanza from another NGO or any other sourse, far the same patient/caye, B8 Wa arm
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gssuma sala & complete responsibility of the treatment & il's culcoma & safety of the patient. and Keehiks Foundalien will hava no roie or responsibiiity
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