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By allixing hareundsr; signatuie of aur Atthorised Signatoey foe recamiminding lhis casefpatient for financial assistance frem Koshika Foeurdation, we
{Hospilal) heraby ffirm & azcept following:

1) that wa nelher are presantly nor will in future svall of financlial assisnce from gnother NGO or any other sourge, for the same palienticasa, as we Sr
requgsting 1o.gel from Keshika Foundabon, to the extent that such assistance is granted by Keshiks Foundation. if the requested assistanoe is not granied
by Koshika Foundation, i part or in full, then the Hospltal reserves ll's right to make up the shorttall from anather NGO or sny other source, This
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2} Thiz assigtance lrom Koshilg Faurndalion s anly financial in nafure. The choice of the treatmentprocedure advised/conducted by the Hospital on tha
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