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By affixing hereunder. signature of cur Authorised Signatory for recommending this casaipatient for financia! ass'stance from Koshika Foundation, we
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1) that we nelther are prasently noe will In future avall of financial assistance from anciher NGO or any other source, for the same patienl/case. as we are
fequesting 1o got from Koshika Foundation, 10 the extant that such assistance is grandod by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Mospital reserves IU's fight to make uD the shontfsll from another NGO or any oter source. This
confirmation essentially states that the Hospital will not 3vall any duplicate assistance for the same patienticase from ary other NGO or any other source
2) The assistance from Koshika Foundabon is only financial in nature. The choice of the trestmantiprocedure advisediconducted by tha Hosadal on the
patant, is based on the amangoment betweoen the patiest & the Hospital, and Is in no way influenced by Koshiks Foundesion. Hence, the Hospital wil

assume sole & compiete responsibiity of the treatment & it's outcome & sadety of the patient, ard Koshika Foundasion will have no role of responsibility
in the matter.
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