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By affaing hereundar, signature of our Authonsed Signatory for recommending this easalpatant for finencial assisiance from Koshile Foundstion, wa
(Hospitat) hereby sfirm & accept foliowlng;

1) Ihat we nelther are presently nar will In future svail of linandial sssistance frem anoltver NGO or any oiher source, for the sarme paiient/caEs, a5 we are
requesting 1o get from Hoshika Foundation, to fhe exlent Uat such assistance is granted by Koshika Foundation, If the roquesied assistance is nol granted
by Koshiks Foundation, n part ot in full, then the Hospital reserves it's right to maka up Ihe shortisll from anciher NED or By other source. This
confirmation assentially siates thal the Hospital will nat avall any duplicals assislance for the same patienlicasze lrom any othar NGO or any cther source.
2} The assislance fram Koshika Foundstion is only financial in naturs, The choice of the treatmantiprocedure advised/conducted by the Hospital an the
potienl, is based on the arrangement betwesn the patient & the Hospital, and 1 in no way influenced by Koshika Faundation. Henca, the Hospital will
assume sole & semplets responsibiity of the treatment & if's outcome & safaty of ihe patient, and Koshika Foundation will havs nio role or respansibility
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