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By affixing hereunder, signature of our Authorised Signatory for recommending this casa/palient for financial assistance from Koshika Foundation, wa
[Hospital) heraby affirm & accapt following:
1) that we nelther are presently nor will in future avail of financial assistance from anglher NGO or any other source, for tha same patient/case, 85 we are
raguesting to get from Koshika Foundation, to the extent that such assistance Is granted by Koshika Foundation. If the requested assistanca is nol grantad
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assume sole & complete responsibllity of the treatmant & it's cutcome & safety of ihe patient, and Koshika Foundation will have na role or responsibility
in tha matfer.
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