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By affing hereunder, signutute of our Autharised Signutory for recommanding this case/patient for financial asgistance from Koshike Foundation, we

(Hospital) hereby affirm & accept following:

1) that we nefiner are presenily noe will e future svall of financlal aesistance from anothe: NGO or any other source, for the same patienticass, as we an
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by Keshika Foundatlon, in part or in Wl thes the Mospital reserves s right to make up the shortfall from anothar NGO or any otfier sourcs. This
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