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By affiung hereunder, signature of our Authorised Signatory for recommending INks casaipatent for financial assistance from Koshika Foundation, we
[Hospital) herely affirm & acoepl Tollowing:

1) thal we nethar are presently nor will in future avall of financial assistance from gnolher NGO or any olher source, lor the same patienticase, as we are
requesting 1o get from Koshiks Foundation, to the extent thal such assistance is granied by Koshika Foundation. If the requested sssistance ks not gramted
by Koshika Foeurdation, n part or in full, then the Hospital reserves |3 right to make up the shortfsll from another NGD or any other source. This
conlimation essentially states thal the Hospital will nol avall any duplicate assistance for the same patient/case from any other NGO or any othor source,
2) The assistance from Koshika Foundation is only financial in nature. The choice of the restmantiprocedurs advisad/conductad by the Hospilal on ihe
patient, is based on the mrangsment between the patlent & tha Hospllal, and is In no way Influenced by Koshika Foundation. Hence, the Hospital will
assume solo & complale responsibility of the treatmanl & It's culcoma & safety of the patiant, and Koshika Foundation will heve no role or responsibiiity
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