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Sy affing hereundsr, sinalure of our Authorizad Signatory lor recommending hie casafpatient for financial assistande from Koshika Foundation, wa
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1) that we nefthar ara presantly nor whl in future sveil of financial assistance from snolher MEOD or any other soyrce, foe the semes patienytass, ae'we am
requesting to gel frem Koshike Foundation, to the extent that such assistance s granted by Koshika Foundation. If the requested assistance Is not granied
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essume 5048 & complete responeibility of the reatment & it's outcome & sefely of the patient. and Keshika Feundstion will have ho rola or rasponsibility
In the reamter.
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