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By atlining heraunder. signature of our Authansad Signatory Tor tecommending RS caselpatient for financal assistance from Koshika Foundalion, we
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1] that we nilthar ace presently nor will It future-avail of financial asslstance frum anolher NGO of any ofner source, for the same patlent/case, Bs we amn
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confirmation esseniially states that the Hospital will not avail sny duplicate assistance for the sama patient/case from any olher NGO or any niher source
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patient, is based on the amngement hetwean the patient & tha Hospital, and is in no way influenced by Keshika Foundation Hence, the Hospital wil
assume sole & commplete raspons(blity of the trsatmient & iUs outcome & satety of the patient, and Koshiks Foundation will have no role or reaponsiblity
in the matiar.
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