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By afxing horounder, signature of our Authorised Signatary for recommending Ihis casapatient for fnancial assistance from Koshika Foundasion, we
(Hosptal) hereby affirm & accept following:

1] that we neither are presently nor will In future avall of Snanclal assistance from ancther NGO or any other source, for the same patient'case, as wo are
requestng 1o gel from Koshika Foundation, to the exiont that such assistance is granted by Koshiks Foundation, i the requestod assistance is not grantod
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pabent, is based on tho acrangement betweoen the pallent & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Mospital wil
assume sole & complotn responsibility of the treatment & if's outcome & saflety of the patient, and Koshika Foundation will have no role of responsibality
¥ the matter.
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