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By affixing hemundar, signature of aur Authorisad Signatory for recommending this casalpatient for financial assistance from Koshika Foundation, we
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1) thal e nether are presenlly nor will i future svall of financlal assistance from anather NGO or any other source, for The seme pafientcase, as we are
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patinnt. is based on ihe arangament betwesn tho pathent & the Howpital, mod is in no way influsnced by Koshike Foundation, Haence, the Haapeal will
assume sole & complete responsibiity of the iroatment & i's outcome & safaty of the patisnt, and Koshike Foundation will have no role o respansibiiity
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