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By afflixing hereundar, signature of our Authonsed Sgnatory for recommending is case/palient for financia! assistance from Koshika Foundation, we
{Hospital) heretry afirm & acospl lollowing:

1] that we neither are presently nor will in future avail of financisl assistanco frofy another NGO or any ofher source, for the same patienticase, as we are
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assume sole & compleie responsibiiity of the reatment & it's oulcome & safely §f the patient, and Koshika Foundation will have no role or responsibiiity

I tha matter.
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