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1) thal we nefther are presently nos will in future avall of fnancial sssistance from another NGO or any other source, for the same petient/cass, as we are
requésting to get from Koshika Foundation, to the axlent that such sssistance is granted by Koshika Foundation. il the requested sssistance is not granted
by Koshika Foundation, in part or in full, then the Hospitsl reserves it's Aght to make up the shortfall from another NGO or any athes source. This
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in the matier
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