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By affixing heteunder, signature of our Authorsed Signatory for recommanding Ihks case/pationt for financiol assistance from Koshika Foundation, we
(Hoapital) hereby afirm & accept following:

1) that we neilher ace presently nor will in future avail of financial assistance from ancther NGO or any other source, for the same palienlicase, as wo ate
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assume soie & complate responsibilty of the lroatment & il's outcome & safety of the paten!, and Koshika Foundation will have no role or responsibiily
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