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2H solemniy confirm that assistance. if received from Koshika Foundation, wil be used only for the "Purpose”. as stated in this Form_ for which such assisiance
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1) that we neither are presently nor will in future avail of financjal assislance from angiher NGO or any other source, for the same patient/case, as we are
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assume sole & complele fesponsibility of the lreatment & ir's cutcome & safety of the patient. and Koshikg Foundation wilj have no role or responsitihty
in the malter.
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