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By affixing hereunder, signature of our Authorsed Signatory for racommanding this casa/pationt for financial assistancy from Koshika Foundation, we
(Hospital) hereby s¥irm & sccept Tollowing:

1) that we nelther are presantly nor will in fulure avail of financial mesistance from ancther NGD or any other source, for the ssme patient/cage, as we an
requasting io get from Koshika Foundation, 1o the sitent that such sssistance = granied by Koshle Foundation, |l the requesied assistanca is nol granted
by Koshika Fouridation, i part or in full, then the Hospital reserves it's right to maks up the shodfall from anotter NGO or any other source. This
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2} The assisiance from Koshika Fountlation is anly financial in nature, The cholos of the matmentiprocedurn advisediconducied by the Hospital on the
patient, is basad on the srengemant betweean the patient & the Hospital, and is in no way influenced by Koshiks Foundation. Hence, thi Hospital will
assume sole & complote responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundstion will have no role o responsiblily
in e madiar.
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