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by Kashlka Foundation. in part o¢ in full, then the Hospltal reserves it's righl 1o make up the shortfall frem ancther NGO or any olher source, This
confirmation essantislly stabes that the Hospital will not avall any duplicals assistance for the same patient/cass from any othor NGO or any other source.
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asguma sols & complets responsibliity of the treatment & IU's outcoms & safety of the patlent. and Koshlka Foundation will have no role or responsibiiity
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