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By aMuing horeunder, tore of our Authorised Signaiory for recommending this case/palient for Samncial assistance froen Koshika Foundation, we
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requesting to got from Koshika Foundation, 10 the extent Pat such ussatance is granted by Koshka i the requested assistance is not granted
by Koshika Foundaton, In part or in full, then he Hoapita! reserves It's right 0 make up the shortfal from ancthes NGO or any cther source. This
confirmation ossentdally states thal e Hospital will not avalt any duplicate assistance for the same patiect/case from Sy othar NGO or any other source,
2) The assistance from Koshika Foundation is only financial In nuture. Tha chaice of he treatmant/procedane advisediconducied by the Hospial on te
pationt, is based oo the arangament between the patient & the Hospital, and i In no way influoncad by Kozhike Foundation, Hence, the Hospital wil
#33ume soia & compoln responsibility of the trestment & s oulcome & salety of the patiant, 8od Koshis Foundation wil have no role of rosponsibiity
n the matier.
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