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By sffixing heraunder, signatura of our Authorlsed Signatory for recammanding this cassfpatient for financial assistance from Koshike Foundation, wa
(Hosplial) nersby afirm & accept following: )

1 thal we nalthar are presently nar will In futire sviil of financlal assistance from ancther NGO or any othar sourca, for the same pallent/case, as we are
reduesting to get fiom Kashika Foundatlon, to the extent that such ssslstence iz granted by Koshika Foundation. i1 ths raguested assislance s nat granisd
by Koshiks Foundation, i part or in ful, then the Hospital reserves 105 fght t make up the shartfall from anather NGO gr eny ather sourca. This:
confirmation essentially stales that the Hospital will not avail any duplicate asstetanca lor the same patienticags from any othar NGO or any sthar source,
2] Thie assistance from Koshlka Faundation s only financlal in natura. The cholea of the treatmentiprocedure advised/conducted by the Mospital on the
patiant, Is basad on the arangement bitwesan the patisnt & the Hespital, and is in na way influenced by Koshiks Foundation, Hente. the Hesepited will
assime soid & compiets reaponaibility of the treatment & (Vs outcome & safaty of the patient, and Koshlks Foundation will havs no rolg o responsibility
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