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1} By affidng my sgnature ar thismls rnpeession on (s Foim | (Asslicant) hereby agree & sulhorse Koshika Foundalion and [1's Truslees o
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By affixing hermunder, slgralimn of our Authonsed Signatory bor recommanding his caselpatient for financial assistance from Koshika Foundation, we
{Hospital) hereby-atfirm & accapt following:

1) Ihal we neithar are presently nos will i Iuters svall of financial assistance from anoiher NGO of any olher source, lor the same pallent/case, as we are
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aszume soie & complole respongipdey of the treatment & if's outcome & safaty of the patient, and Koshika Foundation will have no role or respansibliiby
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