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By affixin$ hereunder, signaturc. of our Aurho:'rsed Signatorv for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirnr & accept iollowing
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confirmation essL.ntially states that the Hospitai wrll not avaii any duplicatr: assistance for the same patrenti case from any other NGo or any other source.

patient, is based on the ai-rangenlent between the patier'[ & the Hospitai, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & conlptete resp"onsibility of lhe treatnerrt & ri s outcome & safety of the pattent, and Koshika Foundation will have no role or responsibility

in the matter.
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