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By affixing heraunder, signalure of aur Authosed Signatory lor recommending [his case/pabenl for financial ssaistance from Koshika Foundation, wa
{Heapital) hersby affirm & accept following:

1) that we peither acs presantly nes will in future avail of finencial assistance lom anolher NGO or any othar source, for the sama patienlicase, o8 we ame
reguesting o get from Koshika Foundation, to the exient that such assistance is granied by Koshika Foundation, If the requested assistance is noi granted
by Koshika Foundaticn, m par of 7 (ull, then the Hospital ressrvas IU's Aght to make up the shartfall from anothar NGO or any other source, This
conlirmation essentially steles thad the Hospital will nol evall eny duplicste assistance for Ihe same patienticase lrom any other NGO or any other source.
21 Thie assistanca from Koshika Foundation is only fingncial in natura, The choice of the treatmentprocedure sdvised/conductad by the Haspital on the
patiant, is based on the arrangement between 1he patient & the Hospilal, and is In no way influsnced by Koshika Foundation. Hance, 1he Hospita wil
ssaume solo & completa responsibility of the treatment & it's outcoma & safety of tha patient, and Koshika Foundation will have no role or responsibility
- the matter
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