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By aflixing herounder, signature of our Authortsed Signatory for recommanding this case/patiant for financial assstance from Kosheka Foundation, we
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1) thist we neither are presantly nor will in fultne svall of finencisl sskistance from snother NGO of any other saurce, for the same patient/cass, os wa Bre
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confirmation essentially states that the Hospital will not avall any duplicate assistance for the same palleni/cass fom any olher NGO or any other source
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patiant, is based on the srrangement betwesn the patient & the Hospital, and is in no way Influenced by Knshika Foundation. Hance, the Hospilal will
pesuma foie & complste responsibility of the troatmant & il's outcomi & anfety of the pationt, and Moshika Foundation will have na roke or responeibiity
in the matisr.
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