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By affixing hemsunder, fure of our Authorised Signatory for recommending ihis case/patient for Sinancial assisiance from Meshika Foundation, we
{Hospital) hereby afrm & acoept foowing:

1) thal we neither are presently nor will in hutuse avell of financial assistance trom snother NGO or any other source, lor the same palisnticass, as we are
reguesting to gel from Kashika Foundation, to the extent that such assisiance is granted by Koshiks Foundation. [f the requesisd aesistance is nol granied
by Koshika Foundation, in part of in full, than the Hespital raserves if's right to make up the shorfall from ancther NGO or any other source, This
confirmation essentially states thal the Hospital will not avall any duplicate assistance for the same patient/'case from any other NGO or any ather sourca.
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asauma solo & complete responsibiity of the treatmant & I's outcams & safety of the patien), snd Koshiks Faundalion will have no role or responsibility
In the matter,
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