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(Hospkal) heredy affirm & accept following:

1) hat we neither are prasently nor will in future avail of financial assistance From ancther NGO or any cthor source, for the samo patienticase, 25 we are
roguosting 1 get from Koshika Foundasion, [0 the extent Ihal such sesistance is granted by Koshika Foendaton. If the requested assistance is not granted
by Koshika Foundation, in part o in A, then the Hospital reserves &'s right to make up the shoetfall from another NGO or any other source. This
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In the matter.
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