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By affixing hereunder, sgrature of our Authorised Signatory for recommentding this casadpalient for inancial assistance from Koshika Foundation, we
{Hoaplial) hersby affirm A sccepl lotiowing:

1) that we neither aro presently nor will in future gvall of financial assistance from ancther NGO or any cther source, for the same patienlcase. as we are
feguiiting Lo gel lrom Koshika Foundation, 1o the extont thai such assistance is graniod by Keshika Foundation. |l the requested assislance is not granied
by Koshika Foundation, m part or in full, then tha Hospital reserves I's right o make up the shartfall from another NGO or any cther source. This
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patlant. ls based on the arngamant betwoan the patisnt & the Hospital, and is In no way influenced by Koshika Foundation. Hanca, the Hospital wil
assume sole & complete responsitiity of the treatment & It's outcome & salety of the patienl, and Hoshika Foundation will have no role or responsibiity
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