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By affixing hereunder, signature of cur Authorised Signatory for recommanding this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:

1) that we neithor are prasontly nor will in future availl of financial assistance from another NGO or any other sowrce, for the same palient/case, as we are
reqguesting to get from Koshika Foundation, 1o the extent that such asssstance is granted by Koshika Foundaton i the requesiod assistance is nol granted
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assume s0lo & complele responsibiity of the treatment & it's oulcome & safiety of the patient. and Koshika Foundation will have no role of responsdility
i the matier.
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