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By affixing hereunder, signature of sur Authorised Sqnatory for recommending this case/fpalient for fingngial aseistance rom Koshika Foundation, wa
{Hospetal) hereby affirm & sccept following:

1) thal we neilter sra presently noc will in huture aveil of financal assistancs Irom enother MG of any olher gource, for the seme palienlicase, as we are
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assume sole & complite responalbllity of the treatment & 'y oulcome & safoty of the palient, and Koshika Foundation will have no ralg o7 respensitllity
in the matter.
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