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By affixing hereunder, signalurs of our Authorised Signatory for recommending this case/patiant for financial assistance from Keshika Foundation, we
[Hospital} hereby affirn & accept folinwing: )

1) thal wenaiiher arg presantly nor will In future sveil of financial aseistance from ancthar NGO or any other source, for the same palienticase, a5 we are
requesting fo get fram Kostiks Foundation, fo the exiant that such assistance s grarted by Koshika Foundation. Il the requested assistance Is not granted
by Kashlka Foundation, in pant or in full, then the Hospital reservas iUz right To maka up the shaortfall from another NGO or any ather sourca. This
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