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By aflixing hereunder. signature of our Autharised Skgnatory for tecommanding this tase/patient Tar financial assistance from Koshika Foundation, wa
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1) that we ngitherare presently noe will in futiire avall of firanchal asskstance from anativer NGO or any olher source. for the sams panentioese,; o5 We Be
requesting to el fram Kashika Foundation, to the extant that such assistanca |s granted by Koshika Foundation, If the requested assistance |s nol graniad
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assume sole B complats respareibiity of the traatment & s sutcome & safiety of the patient, and Keehika Foundation will heve no role or regpansibifity

in the matter
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