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{Hospital) heraby affim & accept lollowing:
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2) The assistance from Koshika Foundation is only financial in rature. The choice of the trealment/procedure advised/conducied by ihe Hospital on the
patient, is besed on the arrangemant batween the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complets responsibllity of the treatment & i's oulcome & safely of the patisnl, and Koshika Foundation will have no role or respanaibility
in the matler.
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