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By aflining hereunder sigrature of our Authonsed Signatary for reaommending this caselpatient lor financial assistance from Koshika Foundalion, we
[Hospital) herepy affirm & accept fallowing:

1) il we rugliher are prasontly nor will in Rjure avall of fngncial assistance from another NGO or any other source, lor the same patienl/case, By we are
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assume sole & complete responsibility of the treatment & It's outcome & safaty of the patient, and Koshika Foundalion will heve no role of responsibllity
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