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AGREEMENT by HOSPITAL (¥#imm B0 W)
By affoung hereunder, signature of our Authorised Signatory for recommaending this case/patient lor financial sssistance from Koshika Foundalion, we
{Hospltal) hereby affirm & accap! fallowing:
1) thal we neilher are presantly nor will in future avail of financisl assistance from ancther NGO or any other source, (of the same palient/oase. a5 we Bre
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assime sole & complete responsibility of the treatment & It's outcome & satety of the patient, and Koshika Foundation will have no role or regponsibslity
it the matter
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