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By affixing hHWWﬂ our Authorised Signatory for recommending this casa/patient for financial nssistance Irem Koshika Foundation, wir
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1] that we niither sne presently nor will in future owall of financial assistance from anotfser NGO or any ofher source, for the same patient/case, o5 we Be
requasting o gal from Koahiks Foundaton, 1o the exlent thal such assisiance (s granted by Koshika Foundation, if the requesied sssestancs (s nol grenied
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patiant, i bosed on the arrangamant betwesn the patient & the Hosplial, and is i no way influanced by Koshika Foundation. Hence, the Hesplial wil

assume sole & complets responsibility of the treatmant & it's culcome & salety of the patienl, and Koshiks Foundabon will have no role or nesponsibility
in this maitir.
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