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By afing hereunder, signature of our Authorised Signatory for recommending ths case/patient for financial assistance from Koshika Foundalon, we

(Hospeal) heretry atfim & accept following

1) that we neither are prasarilly noe will In futre svaill of financial assistance from another NGO or any other source, for tho s3me pationticase, #8 wo are
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2) The assastance from Koshika Foundastion s only financial in nature. The chaice of the treatmentprocedure advisediconducied by the Hospeal on the

patent, is based on the arangement betwoen the poatient & the Hospdal, and &5 in no way influenced by Koshika Foundation, Hence, the Hospital wil
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