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By affixing hereunder, signalure of our Authorised Signatory for recommending this case/patien for fnanclal assistanos from Koshiks Foundsilion, wa
(Haspital) harshy affirm & accepl lollowing:

1} thal we neither are prasantly norwill In future avall of financisl asaistance from another NGO or any other sourca, (ar the same pollenticase, 08 we ars
requasting to gel rom Koshiks Foundation, to the extent (hat such assistanoe is grantsd by Keshika Foundetion. If the requested asskstance is nol grantad
by Koshika Foundation, n part or In full, than the Heepila! reserves I's right to make bp the shorifall from ancther NGO or 2y ather source. This
confirmabon essentiaily states thal the Hospital will not avall eny duplicale assisianca for the sama patisnt/case from:any offier NGO or any athar source.
2} Thie assistance from Kodhika Fourtdalion ks only inanckal in nature, The chelce of the restmant/procedure adviseofconducted by Ihe Hospital on the
pafianl, is basad on the armangement between e patient & the Hospltal, 2nd |5 n no way Influenced by Koshika Folrdation. Hence, the Hosplial will
assuma sole & complste rezponsibility of the treatment & I's outcoma & safety of the patiant, and Koehlka Foundatlon will have no rele o responsibliity
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