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by Koshika Foundation, in part or in full, then the Hospital reserves it's right 1o make up e shortfall from another NGO or any other source. This
conflirmation sssantially stales thai the Honpétal will not avall any duplicats sssisiance fof the same patisnt/'case from any other NGO or any ofher sourcs
2) The sssistance from Koshika Foundation is only financial in naturs. The choice of the trealimeniiprocedure advised/conducied by the Hospital on ths
patinnt. is based on the srmngement betwoen the patient & the Hospital. and s in no way influanced by Koshika Foundation. Henos, the Hosgital will
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in the matter
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