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1) By affizing my sagnature or fhurb impreasaon on Sis Foom, | {Applcari) homby sgres & sulhorse Koshiks Foundation and it's Trusiees io
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By affiring hereuncer, signature of our Authormed Sagnatory for ecommending this case’patien for firancial ssaistance from Koshica Foundation, we

| Hospital) heesty affirm & acoapt following:

1] that wa neshes sre pressnlly nof wil in fulise svall of financial asssstance from anciher NGO or any ohed sowrce. for 1he Sami palianlcase, o v 3fe
1 gl o Keshika Foundation, 1o the axtert that such Bssistince is granted by Koshika Foundation, If ihe regquestad assistance is not grantad

i Hoshika Foundation, in part or in full, then tha Hospital resarves it's right io make up the shoetfall irom ancthar NGO or any other source. This
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sssume sole & complete responaibiity of the treatmant & #e outcome & aalely of e patient, snd Koshics Foundation will hove no role or measponsity
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