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By affixing hereunder, signature ol our Authorised Signatory for recommending this case/patienl for financial assistance from Kosh ika Foundation, we(H osprlal) hereby afiirm & accept tollowtns
1) that we neither are presenlly nor will in future avail of financial assastance from ahother NGO or any olher source, for the same patienucase , as we arerequesting to get from Koshika Foundation, to the exlenl that such assistance is granted by Koshika Foundalion. lf the requested assislance is not grantedby Koshika Foundation , in part or in full, then the Hospital reserves il,s right to make up the shortfall from anothor NGO o. any other source. Thisconfirmation essentially statos that the Hospital will not avail any duplicalo assislance for the same patienucase from any olher NGO or any other source2) The assistance from Koshika Foundation is only financial in nature. The choic€ of the treatmenUproced ure advised/conducted by the Hospatal on thepatient, is based on the arangem€nt between the patient & the Hospital, and is in no way influenced by Koshika Foundation Hence, lhe Hospit?l wiltassume sole & complete resoonsibitity of th
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