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Hy affining Hereunder, snature of our Authorised Slgnatory for recommanding this caselpatient for financlal assislance fram Kashika Foundation, wae
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1} that we nsiner are prasantly nor will in future svail of financial asslstance from anather NGO or apy olher saurcs, for the seme paienlcase, ss we are
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assume sole & completa respansiblity of the freatment & (Fs outcome & safety of 1he patient, snd Koshiks Foundation will have no role or responsibllity

in the matter.
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