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By affiing hereunde, of cur Authorised Signaory for recommaending this casedpationt for financiol assistance from Koshita Foundation, we
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1) that we neither are presently nor will in future avall of financial assistancs from another NGO or other source, for the same patient/case, a5 wo are
requesting 1o got from Koshita Foundation, 10 the oxtent that such sssistance is granted by Koshika Foundation. If the requestod assistance is not granted
by Koshika Foundation, i part o in full, then the Hospital reserves It's right 10 make up the shortiall from snother NGO or any other source. This
confrmation essentially ststoa that the Hospital will not avail any duplicate assistance for the same pasient/case from any other NGO or any other source.
2) The assistance from Koshis Foundstion |s only Bnancisl in nature. The choice of the treatment/procedure advisediconducted by the Hospital on the
patient, is based on the arrangemont detween the patient & the Hospital, and s in no way influenced by Koshixa Foundation. Honce, the Hospital will
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