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By affixing heresnder, signature of our Authorised Signatary for recommending this case/patient for financidl assistance from Koshika Foundation, we
{Hospital) hersiy alflrm & accapt following:

1) tho! wa peither are precenily nor will in Tuture avall of financial assislance from gnother NGO or any athar sourca, for this same patienticass, a5 we am
requesting o gel from Koshika Foundation, to the extent thal such assistance Is. granted by Koshiks Foundation, |f (he requested assistance-is nol grantad
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patlent, i based on the arrangement befwesn the patient & the Hospital, and i in no way influenced by Koshika Foundation. Henca, tha Hospital will
pssume sole & complete responsibility of the lreatment & If's outcome & safety of the patient, and Koshika Foundation will have no role or responsibilily
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