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By affixing heveunder, sigrature of our Authonsed Signatory for recommaending this case/patient for financial assistance from Koshika Foundation, we
{Hospital) hereby afirm & accept folowing:

1) thal we neither are presanily nor will in fulure ovail of financial assistance from another NGO or any other source, for the same pailenticase, as we are
requosting lo get from Koshika Foundation, lo the extent that such assistance is granted by Koshika Foundation, If the requesiad assistance is nol granted
by Koshikn Foundstion, in pirt of In full, then the Hospital reserves it's right to make up the shoritall from ancther NGO or any other source, This
confirmation essentially states that the Hospital will nol avail any duplicate assistance for the same patisnticase from any other NGO or any other source,
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patienl, i bassd on the amangement betwesen the patient & the Hospital, and is in no way Influsncad by iKoshiks Foundation, Hence, the Hospital will

assume’sole & complote responsibility of the treatment & |V's cutcome & safety of the patkent, and Koshika Foundation will have no role or responsibility
In the matter.
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