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By aflixing hereunder, signature of our Autherised Signatory for recommending this casa/patient for financial aesistance trom Koshika Foundation, we

{Hosplital) hereby affirm & sccept following:

.| 1) that we naithor-are presartly norwil in futurs sysil of financial assistanca from snother NGO or any ather source, Tor this same patienticass, as we arg
requasting 1 gel from Koshile Foundation, io the sutant thit such assistance is granted by Keshika Foundation. If the requasied assistance & niol granted

by Keshika Foundation, in parl or in full, Ihan the Hospital resarves it's right 1o make up the shortfall from snather NGO ar any othar source. This

confirmation essentially states that Ihe Hospital will nol avall any duplicate assistance for the same patienticass fram any othar NGO o any other saurus.

2] The assistance from Koshiks Foundation is only finaticial in natura. The choice of the treatment/procedurs advissd/eanducted by the Hospita! on the

patient, is based on tha arrangamant belwaen the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Haspital will

assume sole & complete responaibilily of the tréatment & li's outcorme & kafety of the patient, and Koshika Faundation will have ma role or responsibilily
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