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By affixing hemunder, signature of our Authonsed Signatory for recommending 1his case/patient for financial assistance from Keshika Foundation, we
(Hospital) heraty afiirm & accept lallawing:
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confirmation essantially siates that the Hospital will nol avell any duplicate essistance lor the same patienticase from any other NGO of any other source.
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nssume sole & complete responsibility of the treatment & il's oulcoms & salsty of the patient, and Koshika Foundalion will have no role or respansibility
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