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By aflixing hereunder, signalure of our Authorised Swgnatory for recommanding This cassdpatent for financial sssistance from Koshika Foundation, we
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1) that we neiher ase presently not will in fulure svail of finencial assistance from another NGO or any other source, for the same patient/case, as we &
requisting 1o gel from Koshika Foundabion, to the sxtent thal such assistance is granied by Koshika Foundation. If the requested assistance |8 not grantad
by Moshics Foundation, m par or in full, then the Hospitsl reserves il's right 1o up the shortfall from enother NGO or any other source: This
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assume sole & complete responsibelity of the treatment & i's oulcome & safety of the patient, and Koshika Foundation will have no role or responsibility
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