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1) thast we neithet are prasently nor will in future avall of fingncinl assistance from ancther NGO or any other source, for the same patianticase, as we Wre
requesting lo gt [rom Kochike Faundation, 1o the extent thal such assistance is granled by Koshika Foundation, If ihe requesied pssislunce is nol granied
by Keshiha Foundation, in part ar in full, then the Hospital reserves IU's right o make up the sharttall from enother NGO of any othar sourcs, This
confirmation essenlially states thal tha Hespital will nol avall any duplicate asalstance for the same patisnticases from any ofher NGO or any olher source.
2) The assistancn from Keshika Foundation is only financlal in nature. The choice of the reatment/procedure advisediconducind by the Hasgital an the
patinnt, iz based on the arangement batween the patenl & the Hosplial, and is in no wary Influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complets responsibility of the treatment & I's autcome & safety of the patient, and Koshika Foundation will have no role or respansitility
in the: matior.
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