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By affiing hareunder, sigrature of our Authorised Signatary for recommending Ihis case/patient for financial sssstance lrom Koshika Foundatan, we
(Hoapatnd) heretdy affirm & sccept fallowing:

1) thot we naither ara prasanthy nar will A future avall of financsl essistance from anothesr NGO or any olhar sbufoe, foe the same palienl/ciss, 83 We are
requesting o gat from Koshika Foundabon, to the sxtent that such assistanga is granted by Koshike Foundation. If the requested assistance is not granted
by Koshikn Foundetion, m gart or in full, then the Hospital reserves it's righl 1o make up the shortfail from anather NGO or any other source. This
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assuma aola & complets responsibility of the treatment & i's outcoma & safety of the pafient. and Koshiks Foundation will have no role or respansibility
m the matter
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