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1) that we neither sme presently nor will in future avail of financial asststance from another NGO or any othbr sburce, for Ihe same patlentcaze, os we ae

requasting th et from Koshika Foundation, to the exient thal such assistance is granted by Koshiks Foundation. If the requested assistance i< nol granted

by Koshika Foundation. in par or in full, then the Hospital reserves |ts right io make up the shortfal| from another NGO or any ofher source. This
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assume sole & complate responsibilily of the treatment & Its outcome & sefety of the patient, and Koshika Foundation will heve no role or responsibility

in the matter
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