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By affining hereunder, sigrature of our Authorised Signalory for recommending this case/patient for financial assistance from Kashika Foundation, we
(Hosgpital) haraby affirm &-accepl following;

1) that we neither are presently noe will in fulure avall of inancial assistance from another NGO or any other source, for the same patienl'case, as we G
requesting to gel from Koshike Foundation, to the exent that such assistance is granted by Koshika Foundation, if the requesied assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves IU's rghl 1o make up the shartfall from anather NGO or any othisr source, This
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assume sate & complete responsthility of the treatmaent & it's outcoms & safety of the palient, and Koshika Foundation will heve no role or responskbility
ir tha matter,
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