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By affixing heraunder, sigriature of our Authorised Slanalory lor recommending this casalpatient for finencial assislance from Koshika Foundation, wa
{Hospital) hereby affirm & accept following;

1) that we nefther are presenily nor will in future avall of financial sssistance from another NGO or any other spurce, for ihe same pafient/case, as we are
requesting to get fram Koshika Foundation, to the extant thal such assistance fs granted by Keshika Foundation, If the reguestied assistance is not grantad
by Koshika Foundation, in part or in lull, thn the Hospltal reserves i1's righ! 1o make up the shortfall frum anather NGO or any ather source, This
canfirmation essantiziy states tal the Hospllal will not avall any duplicate assistance for the same patient/case from any other NGO of any other source.
2} The assistance from Koshika Foundation Is only financial In nature. The cholce of the treatment/procedure advisedioonductad by the Hospital on the
patiant, Is bazsed on the arrangemant betwesn the patisnt & the Hospital, and is In no way influgnced by Koshika Foundation. Henca, the Hospital will
asaume sole & complete responsibility of the treatment & it's culcome & safety of the patient, and Koshlke Foundation will have no role or responsibiiity
in the mattér.
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