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By affing hereunder, sgnature of our Authonsed Signatory for recommending this case/patient for financial assistance from Koshiua Foundation, we
(Hospital) hareby affirm & accapt fallowing:

1) thatl we neither ar presendy nor will in future avail of financial assislance from anolber NGO of sny ofher source, for the same patlent/case, ns we am
requesting 1o gat from Koshiks Foundation, to the axtent tha! such assistance is granied by Koshika - If the requested assistance is not granied
by Koshika Foundation. in part or in full, then the Hospital reserves it's Aght 1o make up the shortfall from another NGO or any other sowce. This
confirmation esuantially siates that the Hospial will not avail any duplicste assistance for the same patienticass from any othet NGO or any other source
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patient, is based on the srrangement batwesn the patiant & the Hospital, and is in no way influsnced by Koshiks Foundation. Henos, the Hospital wil
assume sole & compinte responsibiilty of the troatment & it's oulcome & safety of tha patient, and Koshika Foundation will have no role o responsiility
in the matter
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