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By affixing hereundar, sgrature of our Autharised Sgaatory for recommanding inis case‘patient for financial assistance rom Kostiha Foundation, we
(Hospital) haraby affirm & accopt Illowing
1) thiat wa neither aré presantly nor will in luture aval of inancial assstance from anolher NGO or any other source, Tor tha same paianlcase, A8 we are
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assume sole & complste responsbility of the teatment & it's outcome & safety of the patient, and Koshika Foundation will have no robe of responsibility
in tre matter,
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