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By affuong hereunder, ssgnaturs of our Authorised Signatary for recommaending this caselpatient for linancial assistance from Koshika Foundation. we
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requesting to ged rom Koshiks Foundation, io the exient that such essistance is granied by Koshika Foundation, If the requested assistance @ nol grantad
by Koshika Foundation, in part or in full, then the Hospital reserves il's right 1 make up the shortfall from another NGO or any other source. This
confirmation essentiaily states that the Houpital will not avail any duplicate assistance for the same patient/case from any othar NGO or any ather source.
2) The assistance from Koshika Foundatlon is anly financial in nature, The chalce of the treatment/procedure advisediconducted by the Hospital on the
patieni, i based on the arangement between ihe patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospltal wil
assuma sole & complets respansibility of the roatmant & (' oulcome & safety of the patient. and Koshike Foundation will have ne role or responsibility
in e matter
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