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By aflinng hareundaer, sgnature of our Authonsed Signatory for recommmending this cassipation! for financial assistance from Kosheka Foundalion, we

|Hespital) hesety afirm & sccepl Iatiawing:

1) it wa paither are prasontly noe will in fiture avall of tnanclal sssivence from anothe:s NGO or any other source, Tor the samae patent/case, i we ane
i gat from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundaban, If the requested assistance (s nol grantan

by Hrmihiea Foundation, m part ar in full, then the Hospital reseran '8 nght to make up the shortlall from enothor NGO o any other source, This

corfirmation essantially states thal the Hospital will not avall sny duplicate assistance for the same pabenticass from any othar NGO o any other source.

2] Thw seslptance from Koshika Foundation ks anly financial in nature. The choico of ihe reatmentiprocedurs advisadiconducted by the Haspital on the

patnl. s basad on the s#rangement between the patient & the Hospital, and is in no way influenced by Koshikn Foundation. Hence, the Hospital will

ansurhe sole & complele responsibiity of the featmant & il's outcoms & safety of the pationt, and Koshikn Foundation will have no role or responsibility
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