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Sy affixirg neraurder, signatwe 51 oun Anbonsed Signatory for recommending this case/patiert for finencial assistance from Koshika Foundation, we
{Hospital] horaoy affirm & aceapl follawing:

1) that we nedher are presently nor will in future avall of finencial assisianoce from anather NGO or any other source, for the same patient'cass, as we anrg
raquesting o get from Kashike Foundatian, to the axdent that such assistance 5 granted by Koshika Foundation, If the requested assistance is not granizd
by Kashika Foundation, in part ar in full, then the Haspital reserves it's right fo make up the shortfall from anather NGO or any other source, This
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patient, 15 based on tha arangement betwean the patiant & the Hospetal, snd = Inno way influenced by Koshike Foundation. Hence, the Hospital will
gasume gole & complete responsiblity of the treatmant & U cutcome & safely of the patient, and Koshika Foundatlon will have mo role ar responsibllity
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