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wilh the Trustees of Koshika Foundation, and their decision is this regard wil be final and accaptable o me
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By affbong hareunder, signature of our Authorised Signatory for recommending ihis case/patient for financial assistance lrom Kashika Foundalion, we
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raquesting lo gel from Koshika Foundation. to the extan! thal such assistance is granied by Koshika Foundation. |f the requesied assistance is not granted
by Koshika Foundation, in part of in full, then the Hospltal reserves (s right to make up the shortfall fram another NGO or any othe: source. This
eonfirmation essentially states thal the Hospital wil not avail any duplicats aesistance for the same patient/case from any other NGO ar any othar source
2] The assistance rom Koshika Foundation is only financial in nature. The choice of the Featment/procedure advisediconducted by the Hospital on the
patiant, is based on the eTangement bslwesn the patient & the Hospital, and i in no way influenced by Koshika Foundation. Henca. the Hospital will
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