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use/publishiput-upreproduce my name, address, pholo & detalls of the *purpose”, for which such assistance s requasiodigranied, through any
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By afixing hereunder, o of our Autherized Signatory for recommending (his case/patient for financial assistance from Koshika Foundation, we

(Mospital) heraby a%fem & accept following:
1) 1Aat we neiher are presently nor wil in future avad of financial sssistance lrom anolher NGO or any ather source, for the Same patisalcass, 58 we are

| requesting 1o get from Koshika Foundaton, to the extant that such asalstancs is granted by Koshixa Foundation. i the mquesiad assistance is not granied
by Koshika Foundation, in part of b ful, then the Hospital reseress It's right £ mako up the shortfall from another NGO or any other source. This
confirmation essontially states that the Hospital will not avad any duplicata assistance for the same patient/cass toem any ofher NGO or any other source.
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-‘ 23sume sole & completo responaibilty of (he treatment & i's cutcome & salety of the patient, and Koshixa Foundation will have no role or responsibilty
in the mazer.
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