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By aflixing heraunder, signature of cur Aulhorised Sigratary for recammending this casa/patient for financlal assistance from Koshika Foundation, we
{Hospital) hersby affirm & accept fallewlng: )

1) that we neilher sre presently nae will In fiulure 2vall of financial azzistance from anolher NGO or any oiner sourge, for the same patientcase, as we are
requasting to gst from Koshika Foundation, lo the extent that such ozeistance 15 granted by Koshike Foundation, IF the renuested assistance 13 not granted
by Koshika Feurdation, In part or in full, then the Hasplial ressrves it's right io make up the ehortfall from another NGO ar any ather source, This
confirmation essenfiaily states that the Haospital will not avail any duplicate sssizlance for the same pafientcase from any other NGO or any other source.
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patient, Is based cn the arangement belweenlha poleat & the Hospital, and fs in no way infiuerced by Kashixa Foundation. Heste, the Hospital wil
assume solz & complate responsibliity of the reatment & 1t's eulsame & salety of the patlont, and [$oshlka Foundetion will have no role-or respansibility
In the matter.
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