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By allixing heraundes, ssgnature of our Authorised Signalory for recommanding this case/patient lof financial assistance from Woahika Foundation, we
{Hospitt) heseby affirm & accept fellowing:

1) thal we redher are presently nod will in future avail of finoncial essistence from snother NGO or any othar source, for the same patienlicase. as we are
requaslang 1o gat from Koshika Foundation, 1o the gxtent thal such assistance is granted by Koshika Foundation, If the requested sssigiance |5 nol granied
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patient, & based on the srrengement batwean the patient & the Hespital, and is in no way nflusnced by Koshika Foundation. Hence, the Hozpital will
assume sole & complate responsibility of the reotment & s outcoma 8 safety of the patient. and Koshika Foundation will heve no rofe of responssbility
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