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By affixing hereunder, signature of our Authorised Signatory for recommending this case'patient for financial assistance from Koahka Foundabon, we
(Hoapital) hereby atfirm & accopt following:

1) Ihat we neither ate presantly nor will in future avail of Sinancial assistance from another NGO of any other source, for the samo pationt/'case, as we are
roquestng (o got from Koshika Foundation, 1o the axtant thet such assistancs s grantad by Koshiks Foundation, If the requested assistance is nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right 1o make up the shortfall from another NGO or any other source. This
confirmation essentially stales that tho Mospital wit! not avall any duplicate assistance for the same pationt/case from any other NGO or any other source
7) The assistance feom Koshika Foundation is only financial in nature. The choice of the treatmentprocedure advised/conducied by the Hospital on the
patenl, is based on the armangement between the patient & the Hospital, and is m no way influenced by Koshika Foundation. Hence, the Hospitaf wil
assume solo & compiedo responsibility of the trealment & it's outcome & safety of the patient, and Koshika Foundation will have no role ot responsibility
n the mattor
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