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(Hospitai) hereby affirm & accept following:

1) that we neither are presently nor will in future avail of financial assistanco from another NGO or any other source, for th6 same patient/case, as we are'requesting 
to get from Koshika Foundation, to the'extent that suoh assistance is granted by Koshika Foundation. lf the requested assistance isaot granted

by Koshika Foundation, in par[ or in full, then the Hospital reserves it's right to make up lhe shortfall from another NGO or any other source. This
confirmation essentially states thal the Hospital will not avail any duplicate asgistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter.
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