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raqueslting lo get from Koshika Foundation, 1o the extent thal such assistance is granied by Koshike Foundation. Il the requesied assislance is not granted
by Moshika Foundation, in part or in fuil, then the Hospital reserves i's right 1o make up the shorfall from another NGO or any other source. This
confirmation essentially states thal the Hosphtal will nol pvail sny duplicate agsistance for the samae patienticase from any olher NGO or any other source.
2) Tha assistance rom Koshika Foundation is only financial in nature. The choice of the trealmenl/procedure advised/conducted by the Hospital an Ina
patieni, ks based on e srangemant batween the patient & the Hospital, and is in no way influsnced by Koshika Foundation. Hence, the Hospital will
gssume sole & complete responsibliity of the treatment & it's outcome & safely of (he patient, snd Koshika Foundation will have no role of responsibibty
in the matier.
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