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By affixing hereunder, yignature of our Authorsed Swgnadory for recommending this case/patient for Sinancial assistance from Koshiks Foundation, we
[Hasplial] herety affirm & accep! following:
1) that we noithar sme prasently nor will in future s of finnncial saistance from anothe® NGO gr any otfwr scurce, for e same palientcase, ol we are
requesting io gel from Koshiks Foundstion, 1o the eatent hal such assisiance is grantsd by Koshika Foundation. Il the requesied assistance is not granied
by Koshika Foundation, in partor in full, then the Hospital reserves if's right 1o make up the shortfall from another NGO of any other source. This
confirmaton essentally states thal the Hospital will not avall any duplicats assistance for the same patient/case from any oller NGO or sny ofher source.
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patienl, is based on the arrangament betwesn the patient & the Hospital. and is in no way infiianced by Koshiks Foundation. Hence. the Hospital will

aEsume solo & complole responsibity of the treatment & it's culcoms & safety of the patient, and Koshika Foundation will have no role of responibility
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