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By affaing hereundar, signatuns of our Authorised Signalory for reeommending this csalpatiant for finameial assstance from Koshiks Foundation, we
[Hospltsl) hereby affirm & accapt following:

1] that we neiher are presently nor will in futisre avall 4F finencal essistance trom ancther NGO or any olher source, for the same patient/cass, as we are
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sy sole & complete responsitilty of the reatment & it outcome & sefely of the patient. and Koshlks Foundation will have no rode or responsibiliny
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