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By affising haseunder, signature of our Aulhorised Blgnatory lor recommending this case/pafient for linancial assistanca from Koshika Foundation. we
(Hospital) Femby affirm & accept following

1) that we neither are prassnlly nor will In future avall of inanclal assistance from anather NGO or any other sourca lor the same patienticase, s wo ara
requesting to get from Koshika Foundation, to 1ne extert thal such assistance i granted by Koshika Foundaton. If the requested assistance Is nol granied
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in the mator.
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