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By affining hereundsr, sigriature of our Authorised Signatory for recommending this casel/patient for financial assistance from Koshika Foundation, wa
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1} that we neither ars presenily mor will in future avail of fingncial assistance from another NGO or any olher source, Tor the game patient/case, @8 we s
raquesting to gal from Koshika Foundation, to the exient thal such sssistance is-granted by Koshika Foundation. If the requested assistance s not granted
by Koshika Foundation, in part of In full, then the Hospital resenves I('s righl o make up the shortfall from ancther NGO or any other source, This
confirmation essentialy states that the Hospital will not avail any duplicate assistancs for the same patient/case from any ofher NGO or any other source.
2) The assistance from Kashika Foundation is only financial In nature. The chojce of the treatment/procadure advised/conducted by the Hospllal on I
patient, bs based on the arangament between Ihe patient & the Hospital, and is In no way Influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient. and Koshiks Foundation will have no role or responsibiiity
in the matisr.
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