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By sffixing hersundes, signature of our Authorised Signatory for recommending this casefpathent for financial assistance Irom Koshika Foundalion, we
{Heaphal) hereby afftm & accapl following:

1} thal we nelther are presently nor will in future avail of financial assistance lrom another NGO or any other source, for the same patienticase, a5 we are
requesting (o get from Koshiks Foundation, to the sxiant that such assistance is grantad by Koshika Foundation. If the requested asssstance is nol granied
by Koshika Foundation, in part of In full, than the Hospital reserves It's right to make up the shortfall from another NGO or any other source. This
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patient, is based on the armngement botween the patient & the Hospital, and is in no way influenced by Kashika Foundation. Haenca, the Hospital will
assume sola & comnplole responsibliity of the treatment & it's oulcome & salaty of the patient, and Koshika Foundation will havi no role of responsibility
in the matier.
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