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By affixing hemundsy, signaturs of our Authorsed Signstory for oommending this casalpatisnt for financial assistancs from Koshia Foundstion, we
{Hospital) hersty affirm & accept following:

1) treal we nedther are presently nod will in future svall of fnancial essistance from snolher NGO or any othar source, for the same patisntcase. ag we are
resguaating 1o get irom Koahika Foundation, o tho extent thal such assistance s granied by Koshika Foundation. If the requested assistance is not granied
by Moshika Foundation, in part or in full, then e Hospital reserves it's right 1o make up the shortfall from another NGO of any other source. This
confirmation essentially states thal the Hoapital will not avall any duplicate assistance for the same pallent/case from any other NGO or any oiher source
2) The assistance from Koshiki Foundation is only financial in nature. The choica of the reaimantiprocedure advised/conductad by the Hospital on the
patient, i bawsed on thi arrangement betwaen the patient & the HospHal, and @ in no way influenced by Koshika Foundation: Hence, the Hospdal wil
assume sols & complets responaibdity of the treatmanl & s outcoms & safely of the patient, and Koshika Fountdation will have no role or respongibillty
in tha matior,
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