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By affixing heveundar, sgnature of our Authonsed Signaiory tor recammaending this case/patent for finsncial assistance from Koshika Fouhdation, we
{Hosphial} hereby 2ffirm & acoept following:

1} that wa neithor are prosently noe will i future svidl of financial aaslstance friit anather NGO or any othir source, for ihe same patient/case, a8 we are
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assume soln & complets responaibility of the treatment & It's outcome & walety of iha pathent, and Koshika Foundallon will have no role or respongibility
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