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By affing hareunter, signature of our Authonsed Signatary for meommanding his casefpatient for linancial asststance from Koshika Foundation, we
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1) thiat we neithae are presantly nor will in futsre avai of inancial pssistance from anoiher NGO or any ather source, for the same patient/case, as wo ate
requisting 1o ged from Koshika Foundation, to the extent that such assistance i granted by Koshika Foundation. Il the requissted assislance |s not granisd
by oshiks Fousdston, in part of in full, then the Hospital reserves it's right b miske up the shortfall from ancther NGO or any other source. This
confirrition assaitialy statis that this Hospital will rot avall any duplicate assigtince for the same patienticasa from any oitwr NGO or any other source.
2} Thiy ansistunce from Koshike Foundation is only financial in nature. The choice af the reatmeniiprocedure advised/conducted by the Hospital on ihe
pafiont, i hazsd on the amangement betwean the patient & the Hospital. and 1 in no way influenced by Koshikea Foundation, Haencs, (he Hospital will

asaume sole & complets maponsiblity of the reatment & it's outcome & safety of the patient. and Koshike Foundation will have no role or responsibifity
in thie matiar.
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