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By affiving hereunder, signature of cur Authorized Signatory for recommending this casefpatient for financial essistznce from Koshika Foundation, we
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) it we naithar are presantly nor will in fulure aval of financial assistanca lrom arolher NGO or any othar sourcs, for (he sama palienlicase, as we are
mequgling lo get from Koshika Foundation, o the exent thal such asslalance i gronted by Koghika Fountation. |f thy requested assistance is not granted
by Hoshikas Feundetion, in part ar in full, then e Hoapital reserves it's right to make Up the shortfal from anolher NGO or any other source. This
confirmaliion essentially statos that the Hospital will nat dvall any duplicate assistanca for the same patlentcase from any alher NGO or any olher sOurce.
2) The assistance from Keshiks Foundation is only financis! (n nolws, The choice of the Teaimsnt/procedurs sdvisediconductsd by the Hospital on the

patient, iv based on the amangement betweon the patient & the Hosgital, and is In no way infheenoed by Koshika Foundation, Hence, the Hospital will
assume ol & complate msponsiblity of the t=atment & s outcome & safety of e patient, snd Koshilka Foundation will hawve no male or responsibility
i tha mattar.
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