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1] thal we neher are presently nor will in Auture svail of financial nesisiance from another NGO or any ofher source, lor the sama palisnicase. as we are
reguasting 1o gat from Koshika Foundation, 1 the extent that such assistance i granted by Koshika Foundation. If the requested sssistance is nof granied
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patient, is based on the amangement between the patient & the Hospital. and is in no way influenced by Koshika Foundation. Hence. the Hospital wil
assume sols & complate responsibsiity of the reatmeont & ii's outcome & salety of the patienl, end Koshila Foundation will have no role of responsibity
in e matier.
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