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1) thal we nelther ate presenlly nor will in future avall of financial assistance from another NGO or any other sourte, for the same patienticase, as we are
requesting 1o get from Koshika Foundation, to the extant that such assistance is granfed by Koshika Foundation If the requasted asssstance |s not granied
by Koehika Foundation, In part or in full, then the Hosplial reserves l's nght to make up the shortfall from anather NGO or eny olher source. This
confirmation eseentially states that the Hespital will not avell any duplicate sssistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshiks Feundation is only financial in nafure. The cholta of the realment/procedure advised/conducind by the Hospital on the
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easume sole & complele responsibility of the trestment & s outcome & safety of the patient. und Koshika Foundation will hove no rale or responsibility
in the matter.
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