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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistrance from Koshika Foundation we

(Hospital) herebY affrm & accapt following
1) that we neilher are Dresently nor will in flrlure avail of financial assistance lrom another NGO or any other source, for the same patient/case, as we arg

requesting to get from Koshika Foundation, to the extent that such assistance is grantgd by Koshika Foundation lf the requested assistance is not granted

by Koshika Founda tion, in part or in full, then the Hospital reserves it's right to mak€ up the shortfall from anoth€r NGO or any other source Thls

confimation essentially stites thal the Hospital will not avail any duplicate assistance for the samo Patienl,/cas€ from any othor NGO or 8ny oth€r sou'co

2) The assistance from Koshika Foundation is onty financial in nature The choice of the tteatmenuprocedu re advised/conducted by the Hospital on lhe

patignt, is based on tho arangom snt betwe€n tho patient E the Hospital, and is in no way inllugnc€d bY Koshika Foundation. H€nc€. tho Hospitalwill

sssume sole & comPlete responsibi lity of thg keatrnent & its outcorn€ & satety ol th6 pationt, and Koshika Foundation will havs no rol€ or responsibility

in the matter.
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