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1) that we neither are presently nor will in fujure avall of financial assistance from another NGO or any ofher source, for the samé pallant/case, os we afe
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2) The assistance from Koshlka Foundation s only financial In nature. The choicr of the realmenl/procedure sdvised/conducied by the Hoaphal on the
patian, is based on the ermangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation, Hence, the Hospial will
assumi sols & complals responsibility of the treatment & Ii's oulcoma & salely of the patient, and Koshika Foundalion will have no role or responsibility
in the matier.
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