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AGREEMENT by HOSPITAL (wogmm w wol)
By afiixing nersunder, signature of our Aulhonsed Sigmatory for recommending this case/palien! for financial assietanca from Koshika Foundation, we
{Hospital) herstiy affirm & accspt followlng:
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tequesting to get from Koshika Foundation, to the axtent that such assistante is granted by Kishika Foundation, If the requested assistance is not granted
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assume sole & complote respongibility of the treatmant & its oulcome & safely of the patient, ana Koshiks Foundation will have no fole of responsibiity
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