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8y affixing hereundar, signaturs of pur Autharised Signatory for recommanding this case/palient for financial assistance from Koshika Faundation, we
{Haspltal) hareby affirm & agcept lolipwing:

1) fhat we neither ana prasantly nor will In future svail of finencial sssistance from anther NGO or any othar source, for the same patienticase, as we are
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asslma saln & complete mepanalbility of the ireabment & IU's cutoome & safisty of the patrent, and Koshika Foundation will have-no role or responsiblity
in the mattar,
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