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By affixing hareurrder, signature of our Authorised Signatory for recommending this case/patient for financial sssistance from Koshika Foundation, we
(Hosplitaf) horety affirm & accept following:

1) thal we nolther are pretently not wil [n futue sval of Dnancial assistance froe anolher NGO o any other source, for Iha same palienlcase. 1 we Bre
regquesting to gat from Koshika Foundation, 1o the extant that such assistance is granted by Koshika Foundation. If the requested assistance Is nol granted
by Kouhiks Foundation, In purt or in full, then the Hospiisl roverves it's right 1o make up the shortfall from ancther NGO of any other saurce. This
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pssume s5/e & complete respomsibility of the trealment & it's outcoma & salety of the patient, and Koshika Foundation will have no role o responsibility

in the matier.
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