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By affixing haraunder, signalyre of our Autherized Signatery for recommanding Ihis casefpatient for financial assistance frem Koshika Foundation, we
{Hospital] hereby affirm & accepl lollowing;
1] that wa neither ara prasenily nor will in fulure avail af financial assistance Irom another NGO or any other scurce, for the same patianlicase, 85 wa arg
requesting 13 get from Koshika Foundation, te the extent that such assislancs is granted by Koshika Foundation. If fne requested assistance i nol granted
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gssume sole & complate rasponsiility of the reatment & ir's outcome & satety of the patient, and Keshlka Foundetion will have no rgle of resprnsibilily
in the matier.
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