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By affixing hersundar, signatum of our Authorised Signatary for recommending this casw/patient for finencial assistance from Koshika Foundation, we
{Hospital) hereby afirm & accept following:
1) that we neditior are prasantly nor will in fulure avall of financial sssistance fram another NGO or any other saurce, for the same palient'case, as we are
requesting io get from Koshika Foundation, o the sxlent that such essistance is granied by Koshika Foundaton, if the requestod assistance is not granted
by Koshika Foundstion, in part or in full, then the Hospital ressrves s right to maka up the shortfall from another NGO or any othwer source. This
confirmation essontially states thal the Hospitsl will not avall any duplicate assistance for the same patienticase from any oifwer NGO or any other source.
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patignl, = basad on the amangement between the patient & the Hospdal, and is In no way infiusnced by Koshilia Foundation. Hence, the Hospital will
assyms sole & compisle responsibsity of the treatmant & it's sutcome & safety of the patient. and Koshika Foundation will have no role or responsibiiity
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