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2)The assistance from Koshika Foundation is only financial in nature The choice of the treatmenl/procedure advised/conducted by the Hospital on lhe

patient, is based on the arrange ment betweon the Patient E the HosP ital, and is in no way influenced by Koshika Foundation Hence. the Hospita! will

assume solo & comPlete responsibility of the koatmonl & it's outcome & salety of ihe Patient, and Koshika Foundation witl have no role or responsibility
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