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By affixing heneundar, signature of our Authorised Signatory for recommanding ihis casefpatient for financial assistance from Koshika Foundstion, we
{Hospilal) herelyy affirm & socapl following:
1) that wa nedhor are presantly nor will in future avail of financial assistance frain ancther NGO or any ofher source, for the same patient'case, a5 we a0
reduasling o gel from Koshlks Foundaltion, to the ssien! thal suoh sssistance i granted by Koohika Feundation. If the requesisd sssistence is not granied
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confirmation essentially stales thal the Hoapital will nat avall any duplicate assilance for the same patkent'case from ary other NGO or any ofher source.
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ptient, is based on the arrangamant botwosn the patlont & the Hospitel, snd ifin no way influsnced by Koshila Foundation. Hence, the Hospital will
assume s0ie & complels responsibiity of the reatment & IU's cutcome & safety Bl the patent, and Koshils Foundation will have no role or responsibiiity
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