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Ay affizing haraunder, signature of nur Authorised Signatory for tscommanding this caselpatent for financial assistance from Koshika Foundation, we
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11 that we naither sre presently roe will in fulurs avail of financial a=sistance from anather NGO or any other sourde, for the same patient/case, as we are
requesting to get from Koshika Foundation, 1o the exien! thel such assistanes is granted by Koshika Foundation, || the requesied assistance i not granted
by Koshilka Foundstion, In part of in full, then the Hospital reserves |U's right to make ap the shortfsll from arolher NGO or any other sourca. This
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aasuma soke & complate responsibility of the treatment & iU's outcome & safely of the palient, and Koshika Foundation will hawa no rode or responsibility
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