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By affixing eralinder, signature of our Authorised Signatory for recommending this case/patient for financisl assistance from Koshika Foundation, we
{Hospital) hereby affirm & sccept following:

1) that we nelther are presently nor will in futurs svall of financial ssalstencs from anolher NGO of any olher solrce, for the same palienticass, o we ame
requissting to get from Koshiks Foundation, o the extent ihat such assistance is granted by Koshika Foundation. if the requesied assistance is not granted
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confimation essentially stales thil the Hospital will not avall any duplicats assistance for the same patienticase from any other NGO or any other source.
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patient, i based on the mrangsment batween the patient & the Hospital, and is in no way influencad by Koshika Foundation. Hence, the Hospital will
assuma solo & complele responuibility of the treatmani & ii's outcome & satety of the patient, and Koshiks Foundation will have no rols or responsibilty
in ihe maller.
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