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By affiaing hareunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Keshika Foundation, we
(Hoepital) hereby affiem & accept following:
1) that wo neither are presantly nor will in future avail of financial nssistance from mhnﬂﬂuw-'gmm.hrhmm.nﬂm
requesting 1o get from Koshika Foundation, to the axctent that such assistance & grantad by Koshike Foundation. If the requesied assistanca is nol granied
by Koshika Foundation, in part or In full, then the Hospital reserven ' right to make up the shortfall lrom another NGO or shy ather sourea, This
confirmation essantinlly states that the Hospital will not avall sny duplicate assistance for the same patienticase from any other NGO or any other source.
2) The assstance from Koshika Foundation is only financial In nature. The choice of the irealmentiprocedure advisediconducted by the Hoapltal on the
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aEsume S0l & compete responsibiity of the treatmant & it's outcome & safoty of the patient, and Koshika Foundation will have no rle or responsibility
in the matier.
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