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By affinng hereunder, signature of our Authonsed Signatory for recommending This casalpatient for inanoal assstance from Koshika Foundation, wa
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1) that we nelthar ans presantly not will in fulure avail of financiol essistance from anolier NGO or any alher source, for the same patisnt’case, 83 we are
requesting to get rom Koshika Faundation, 1o the mitenl hat such assistance is granted by Koshika Foundation. If the requested assistance is not granied
by Koshika Foundation, in partor in full, then the Hospital reserves it's rfight to maks up the sharttall from another NGO or any other source, This
confirmalion essentially states that (be Hospital will nol avall any duplicals assistance for the same pefient/case from any other NGO of any olher source,
2) The assistance from Koshika Foundation is only financial in natura. Thie chaks of the trealmentprocedure advisediconducted by the Hospital on the
patieni, is baeed on ihe smangement balween the patient & ths Hespital, and |a in no way influsnced by Kaghika Foundation. Henes, (he Hospital wil
agsume sole & complate responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
In the: matier.
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