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By affixing hereunder, signaiure of our Authorised Signalory for recommending this case/patient for fingncial assistance liom Koshika Foundalian, we
(Hospital) hereby affirm & accep! following:

1] thal we neiiher are presently nor will in future avail of financial sasistance from anolhier NGO or sny other scurce, for the same patienl/case, as we are
requesting o got from Hoshikz Foundation, lo the axtent thal such assistance is granted by Koshika Foundation. If the requestad nssistance is not grantad
by Koshika Foundation, ih part ar n hll, then the Hospital reserves iU right 1 make up the shoetfall from another NGO or any ather source. This
canfirmation essantinlly states that the Hospital will not avail any duplicate sssistance for the same patientcase from any other NGO of any other source
2) The assistance from Kashika Foundation is only financial in nature. The cholce of the ireatment/procedure sdvisediconducied by the Hospital on the
patiEnt, s besed on [he srangament botwesn ita patient & the Hospital, and |s in no way influsnced by Koshika Foundation. Hence, tha Hospital will
assume solo & complels resporsibility of the trestment & I's outcome & safaty of the patient, and Koshika Foundation will heve no role or respansibility
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