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By affixing hereunde., signature of our Authorised Signatory for recommending this case/patient tor financial assistance from Koshika Foundation' we

(Hospital) hereby affrm & accept following:
1) lhat we neither are Presently nor will in future avail ol financial assistance from anothor NGO or any oth$ source, for the same patienucase, os we are

requesting to get ftom Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. ll the requested assistance is not granted

by Koshika Foundation, in Parl or ln full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. Thls

confi rmation essentiallY states that the Hospital will not avail any duplicats 8ssistance for the sams Pati6nucase rrom any other NGO or any othor sourca
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assum e sole & complete responsibility ol tho tre8tment & ifs outclmo & safoty ofthe patient, and Koshika Foundation will have no role o. responsibility

in the matter.
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