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By affixing hersunder, signature of our i natary for recommending this case/patient for finencial s r= “~m Koshika Foundation. we

(Hospital) hersby affirm & accep! tollowing;

1] that we neither sre presently nor will in future avall of financial assistance from another NGO or any other source, for he sama pafient/case, as we are
requesting o gel lrom Koshika Foundation, to the exient that such assistance is granted by Koshika Foundation. If the requested assistance |s nof granied
by Koshika Foundation, in part or in full, then the Hospital reserves |I's ight to make up the shorttall from anather NGO or any ofher source. This
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patlent, is basad on the srrengement between the patlent & the Hospital, and is In no way Influsnced by Koshika Foundatlon. Hence, the Hospiisl wii
assume sola & complete responsibility of the treatment & i's oulcome & sefety of the palient. and Koshika Foundstion will have no role or responsibility
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