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DECLARATION by APPLIGANT. S6o® £ WiMm| 9a:
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by Koshika Foundation, in part o in full, then the Hospital resscves it's right 1o make up the shortall from anather NGO or any other surce This
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assume sola B compiate responsibility of the ireatment & Vs outcoma & salaty of the patient, and Keshika Foundation will have no role or responsibility
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