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By affixing hereunder, signature of our Authorised signatory for recommending lhis case/patient for linancial assislance lrom Koshika Foundation. we

(Hospitaithereby afiirm & accept tollowingi
thatwe neither are presently nor will in futu re avail of financial assistance lrom another NGO or any other source, for the same patienucase, as we are
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requesting to get from Koshika Foundation, to the extenl thal such assistance is granted by Koshika Foundation. If the requested assistance is not granted

by Koshika Foundation, in part or in tull. then the Hospilal reserves it's right to make up the shortfall from another NGO or any other sourca. This

confirmation essentially stales that the Hospilal will not avail any duplicatE assislance for the same patiervcase from any oiher NGO or any other source

2l The assislance from Koshika Foundation is only finahcial in natu.e. The choice of the treatmenl/procedure advised/conducted by the Hospital on the

patient, is based on the anang €ment between the patient & th€ Hospita l, and is in no way innuenced bY Kosh ika Foundation. Hence. the Hospital will

assume sole & complete respo nsibility ol the treatment & it s outcome & safsty oI the patient, and Koshika Foundaiion will have no role or responsibility

in the malter.
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