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raguesting 1o gal from Koshika Foundation, Lo the axtent that such assisiance is granled by Koshika Foundation, If the requested assistance is nol granlod
by Koshika Foundation, In part orin full, then the Hospital reserves It's rght to make up the shortfall from another NGOG or any other source, This
confirmation essentislly steies that the Hospital will not svail any duplicate sssistence for the same patientcase from ony other NGO ar any otber spurce
2} Tha assisiance from Kashika Foundalion is anly financial in neture, The choice of the reatment/procedure advised/conducted by the Hosgital en the
patiant, is hased on the arapgament batween the patlent & the Hospital, and iz in no way Influsnced by Koshiks Foundation. Hence, 1ne Hospital will

assume sale & complets rasponsibility of the ireatment & it's outcome & safety of the patient, and Koshika Foundation will have no rele or responeiblity
int-the mattar.
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