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By sifixing heraunder, slgnalare of aur Acthensad Slgnamr'_.' for rncnmmcndlng thiz casc/patient for financial assistance fram Kashika Foundation, we
{Hospitel) hereby affirm & accept following:

1} thal we naither are presently nor will in future avail of hnancial assislance fram anclher N3O or eny other source, for the same palienticase, as we are
requesting bo gel from Koshika Foundalion. to the exlent 1nat such assistance is granted by Koshika Foundation. If the requesied assislance ks not granted
by Koshika Foundstion, im part o in full, then (he Hospital reserees it's right o make up tha shenfall fiem anather NGO o any other source. This
confirmatlon eszentially states that the Hospital will Rot avail any dupl.cate assislance for the same patientcass rom any other NGO or any other source.
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patiant, |3 baged on \he: arengemenl belwesn the patient & the Hospital, and is in na way influenced by Kashika Foundation. Hence, the Hospilal wiii
assume sole & complala responsibiliy of the freatment & I1's oitcome & saiety of the patient, and Koshika Foundatlon wiil bave na role or respaonsibilily
ir 1he matter.
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