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By affixing heraundar, signature of our Aulthonsed Signatory for meommending this case/petient for financial assistance fram Koshika Foundation, we
{Hoepital) hereby affirm & sccept following:

1) tnal we neither are pressntly nor will in future avail of financial assistance from another NGO or any other source. for the same pabienticase, s we afe
requesting to get from Koshika Foundation, 1o the exiznt that such assistance is granted by Koshika Foundation. If this requested assistanos is not granted
by Kashika Faundation, in parf or in full, then the Hospital reserves i's vight fo make ug the shortfall from another NGO or any ciber source, This
confirmalion eseenfially states ihat the Hospital will not avail any duplicate sssisiance for the same patisnticase from any olhes NGO or any olher source
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assume sols & compiate responsibility of the treatment & i's outcome & satety of the patient, and Koshika Foundation will have no role or responsibility
in the mather
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