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{Hospital] herety afrm & sccept lolowing:
1) that we neither are presently nos will in future avail of financisl assistance from another NGO or any othar source, for the same patent/case, @5 we 878
raquesting 10 gel Irom Koshiis Foundation, to the extent that such assistance is granted by Moshika Foundation. If the requestod assistance (s not granted
by Kashika Foundation, n pan or in full, then the Hospitsl reserves it's nght fo maks up the shortfall from another NGO or any other source. This
confirmebon sssenlally siales that the Hospital will nol avall any duplicate assislance for tha same palanlicass from any other NGO or any other source
2) Tha assistance from Koshika Foundaben is only financial in nature. The chaice of the reatmentfprocedure advised/conducted by the Hospital on The
patent, is based on the arangement between the patlent & the Hospital. and ls in no way Influenced by Koahiks Foundation. Henca, the Hospital will

assume sole & compiets responsibility of the treatment & it's cutcome & safety of the palient, and Koghika Foundation will have no role or responsibiiity
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