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By alfining hareunder, signalude of out Aulhorised Signatlory lor recammanding this case/paliont far Gnancial agsistance from Kaoshika Foundation, we
(Hospitai) hereby affrm & accept Tollawing:

1) that wa naither ans presently nor will in future svall of financial assistance from enother NGO or any other source, for the same patient/cnss, 35 we 6T
reguesting fo get from Koshika Foundation, to the extent that such assistance s granted by Koshika Foundation. If the requasted assistance is-nof granted
by Koahikg Foundation, in part orin full, ihen he Hospital reservas iUs right o make up the shortfall from another NGO or eny other source, This
canfirmation essantially siates that the Hospital will not avail any duplicate assistance for the same patientcass from any other NGO or any other source,
2] The aesistance from Hoshike Fourdation is only financial in nature. The chalca of the treatmantprocedure advised/oonductad by the Hospital on the
patient, is based on the arangement betwasen the patlent & the Hospital, and [ n no way influsnced by Koshika Foundation. Hence, tha Hosgital will
aksume sola & complote responsibility of the treatment & It's outcome & safety of the patient, and Koshika Foundation will have na role or responsibility
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