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By affixing hereundor. sigrature of aur Aulhorsed Sgnatery lor recommanding this case/patiant for firancial assistancs from Kashika Foundatioh, we
{Hosgital) harady affirm & accent following:

1] that we naither are presently nor will In future svsil of inanchsl assistance from ancther NGO or any other source, for the same patient/case, as we am
requesting to get from Kashiks Foundation, 1o the extent that such assistance is granted by Keshika Foundation If the requested assislance is nol gramied
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AEBUME 50fe & complete respansibility of the treatmant & s outoome & ssiety of the pafient, srd Koshika Foundation will hava no role of respansibillty
in the matter
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