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By affixing hereander, signature of our Adthorised Signatary for recommending [his case/patent for financiat assistanca from Koshiks Foundatian, we
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1) that we nellher are presently por will in future svail of financisl assistance from another NGO or any other sodrce, far the same potienticise, &5 we Bro
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by Koshika Faundation, in part or in full, then the Horpital reserves it's right to make up the shortfall from anothar NGO or any other source, This
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2} The assislance fom Koshika Foundafion is anly finansial in nature. The choice of the tresatment/procedure advised/conducted by the Hospilal on the
patianl. is basad on the aArangament bebween the patient & the Hospital, 2nd 18 0 no way Inflienced by Koshika Foundallon. Hence, the Hospltal wili
assume soli & complete responsibliity of the treatment & i's outcome & safety of the patient, and Koshika Foundation will have no rofe or responsibiity
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