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1) thal we nelther die pragenilly noe will in future svail of inancial pesistance from another NGO o any olher source, for the same palient/Giss, as we 8o
requasting to get from Koghika Foundation, o the axient thit such assistance is gmnted by Koshila Foundafion, if the requestad assistance m nol grantad
bry Knshika Foundation, n part of in full, hen the Hospital reserves it's right to make up the shortfall from ancther NGO or any ofhar source. This
canfirmmiion assantially sialas that the Hosptal will not @vall any duplicate assistence for the same patient’case from any other NGO or apy other source.
2 Thi aesistancs frotn Koshina Faundation ls only finangisl in nature. The choloe of the resimentprocedure advisediconductad by (hir Hospital on the
pationt. in basod on the arengement batwesn the patisn) & the Hoopinl, and s in no way influsnced by Kashike Foundation. Hence, the Hospital wil
assume sole & complate responsibillly of the treatment & s outcome & safety of 1ha patient, and Koshlka Foundation will nave no role of respon sibiily

in the rmatier

wurt s, e i @ wsR s s o i ety feef ot el 8, Tl e (reemn) e e @ v @ i s b
|y g fir o3 o ey sy o o wfess o Fefrs s Bed A wond wnen o fel sy win o oave Giltaeed o o m od ot ) B fie el e aregee”
# et At v & v A “wifre s w0 e o e ool Vst st o wom el ST € ar T S e @ o s |
farlt e Tt wowl) st w el o e | T W ow s i e bowofe F we s o b e s Tl w e Ol iy e
v wem w el = s WO S
1 wife st # A o seen e Al gl ot & ol o weeen g o0 ol v w el R e o T o e
= @ w g b ooy “sifem v on Teshowwn w9 s = b o v 8 00 & e e ol R W @ Wi Pesol O od s
& i st “wifre” ¥ W st w fred v

E _lq_.

RECOMMENDED FOR ACCEPTENCE "
v A oa witwet & forg sl
Pate of Su
T | o ot e

: . ‘ mo ki B ARAN BURrised
15-0% =200y (named SRR Wi Stamp) = on behatf of Hospital) sy

T W AW 4 g § A w LR R o
FOR INTERNAL USE of KOSHIKA FOUNDATION  Siiits awam #1
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T e |

Rl W 2
LAE

04.03-2024



