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By sffixing hereuncar, pignature of our Authonsed Signatory for recommanding thin case/patient lor inancial assistance from Koshika Foundabion, wa
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1) thal we noithar sre presently nos will in fulure avall of financial sssistance from another NGO or eny other source, Tor the same pallent/case, os we are
requesting lo get from Koshika Foundation, to the sxtent thal such sssistance i granted by Koshika Foundation. |f the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves s right to make up the shortfall from another NGO or any other source., This
confirmation essentially stales that the Hospital will not evall any duplicats sssistance lor the same patient/cass from any other NGO or any other sourcs.
2) Tha assistance from Koshika Foundation le only financial in nature. The choice of the treatmentprocedure advised/conducisd by the Hospial on the
patient, ks based on the amangement betwesn the patlent & the Hospital, and & In no way influsnced by Koshika Foundation. Hence, the Hospital wil
assume sola & complete nesporsibiity of the treatment & it's outcome & safety of the patant. and Koshiks Foundation will hevwe no rmle o responsibility
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