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By affixing haraundar, sgoatuse of sur Authersed Signatary for recommanding this case/patient for financial assistance from Koshika Foundation, we
(Hospits!) hereby affirm & accapt following:
1) that we nethor ate presently nos will i future svail of financial asslstance from another NGO or any other source, for the same patient/case, s we are
requesting 1o go! from Koshika Foundation. & the extent that such assistance is granted by Koshika Foundafion. If the requesiad assistance (s not granted
by Koshika Foundation, in part or bn full, then the Hospitad reserves it's nght to make up the shortfall from ancther NGO or any other source. This
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patisnt, is ased on le arangement between the patisnt & the Hospital, Bnd is in no way influsnced by Koshika Foundation. Henca, the Hosgpital will
nasume sole & complele respansibility of the treatment & IU's outcome & safety of the patiant. Bnd Koshike Foundaton will kave no role or responsibliity
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