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By wSuing hereunder, signasure of our Authonsed Signatory for recommending this casaipatient for fmancial assistance from Koshika Foundasion, we
(Hospetal) hereby affirm & acoopt following:

1) that we nasther afo prasontly nor will in future avail of fmancis! assistance brom another NGO or any othor source, for the same palienticase, as wo e
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sssume soke & compieto responaibiity of the Seatment & if's outcome 4 safety of the pationt, and Xoshika Foundation will have no rolo or responsbility
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