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By affixing harmunder, signatore of aur Authorsed Sigratary for meatrmanding his essapallent for finanainl assistance from Koshika Foundation, we

[Hospital) hereby affirm & acoept folowing.
1) thintwe naithar ara prasently not witl in future avail of financlal astistance lrom anather NGO or any ather source, for Ihe same pallenticase, as we arg

ragUesting o get from Koshika Foundatlon, o the exdent that sich esalstancs s grantsd by Kashiks Foundation, If the requested sssistance {a not granted
by Koshika Foundation, in part or in i, then the Hargital reserves s night to make up the ghortfall from anather NGO of any olther source. This
confirmation cssentially stales thal the Hospital will pol avall any duplicale sssistance for the same palienlicase from any olher NGO of any olhar sourca.
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patiant, is based on the arrangement between the palienl 8 the Haspitol, and |4 in.no way inllusnced by Koabika Foundation. Hence, ths Hospital will
assurme sole & complete fesponsitiity of the freatrment & i outcoma & sataty of the pafent, and Foshika Foundation will hawe no mole or responsibility
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