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By affixing hereunder, signature of our Authorised Signatory for recommenting this casa/patient for financlal essistance from Koshika Foundation, we
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1] that we naliher are presantly nor will in fulure ovail of financlal assistance from another NGO or any other source, for Ihe same pallent/case, as we ere
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assuma solo & complets responsibility of the treatment & IYs cutcome & safety of the patlent, and Koshika Foundation will have no role or respansibility
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