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By affimng hereundar, sgnature of our Authorsed Signatory for recommanding this cassipatient for financial asshatance from Koshika Foundation, we
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confirmation essentally siates thal the Hospital will nol svall eny duplicats assistance for the same palienticass from any other NGO or any other source.
2) Tha assiuance from Koshika Foundation is only Sinancinl in nature, The choios of the ireatmentprocedure advised/conducted by the Hospdal on the
patient, is based on the smangsment between he patient & the Hespital. and s in no way Influsncad by Koshika Foundation. Hence, the Hospital will
assume sole & complote responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role of responsibility
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