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with the Trustees of Koehika Foundation, and thelr decision 1s this regerd will be finsl and scceptable to me
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By affieing hereunder. signatune of our Authorisad Signatory for recommending this casalpatiant for financial sscistance from Koshika Foundation, we
[Hospial) herety &Hiom & acospd folkowing:

1) that we naither are presently nor will in fulure avall of financial assistance lrom anothe HGO o any olier gource, for the same patient/case, 85 we are
requesting fo gel from Koshika Foundation, to the exient that such sssislance is granted by Koshika Foundation Il the requesied assistance is nol graniod
try Kaoshika Foundation, In part or In full, then the Hospital reserves It's right 1o make up tha shortfall from another NGO or any ofher source. This
confirmation essentially states thel the Hospital will not avail sny duplicale essistance for the same patient/case from any other MG or any other source.
2} The assistance from Koshika Foundation ks only finencial in nalute. The cholce of the treatmant/procedure advisediconducted by the Hospilal on the
patiant, s basad on the srrangemant between the patient & the Hospital, and is n no way influenced by Koshika Foundation. Hence, the Hospital will
assuime sole & complate responsibilily of the teatment & I's outcomi § safety of the patient. and Koshika Foundation will have no role or responsibilily
i tha matier.
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