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By affixing heteundsr, slignature of our Authorised Signatory for recommanding this case/patiant for financial assislance from Keshlka Foundatlon, we
(Hospital) hereby affim & accapt following:

1) that we neither are presentiy nor will in future avall of financlal assistance from another NGO or any other source, for the same palienticase, as we are
requesting o get from Koshika Foundation, lo the extant thet such essistance ig granted by Koshika Foundation. If the requesind assistance Is not grantad
by Kashika Foundation, in part or in full, then the Hospliai roserves it's right o make up the shortfall from another NGO or any other source. This
confirmation essenllially statos that the Hospltal will not avail any duplicate assistance for the same patient/cass from any aother NGO or any other source.
2) The assistance from Koshiks Foundation Is only finangial in nature. The choics of the treatment/procedure advised/conducted by the Hospital on the
patient, I:h-udonihaananglmntbalwwnthepnﬂml!.ﬂmHmpihi.m-ndilmnum influsnced by Koshika Foundation, Hence, tha Hospital will
assume sole & completa respansibility of the breatmant & Ii's oulcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the mater.
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