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recommending tnis case/patienl for financial assistance from Koshika Foundation, we

1)that we neither are presentiy nor will ln future avail of financial assistance from another NGO or any other source, for the same patient/case, as we are
requestrnq to get from Kosnrka Fourtdatiorr, to ihe extent lhal such assistance rs granted by Koshika Founcjation. lf the requested assjstance is not granted
by Koshtka Foundatlon rn parl or in fuil then lhe Hospilal resefves ils flgl']t to nrake up the shortfall frorn another NGO or any other source. Thrs
confirmation essentiaiiy staies tnal the Hos0rial wtll nol avail any dupilcate assistance for the sarre patientlcase from any other NGO or any other source.
2) The assistance fronr Koshika Fouttdatton is only financrai in nature ihe choice of the treatmentlprocedure advised/conducted by the Hoipital on the
patient, rs based on the arrangenlerlt iretween the patient & the Hospitai, and is in no way influenced by Koshika Foundation. Henie, the Hospital will
assume sole & conrpiete responsibility of the treatnlent & it's outcome & safety of the patient. and Koshika Foundation will have no role or responsibillty
in the rnatter.
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