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1} that we nethir ore preseatly noc will in future avail of financial assistance from anothas NGO o sny ather source, for the same patienticass, as we are
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by Koshika Foundation, in part or in full, then the Haspltal resarves it's right to meke up the shartfall from another NGO or any othes source. This
confirmabion essenlially siates that tha Hospital will not avsit any duplicate absisiance for Ihe sama patmnticass frorm any other NGO or any other source.
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patipnt, s based on (he srrangement between the patlent 4 the Hospial. and & in no way infieanced by Keshika Foundation. Hence, the Hospital will
assume sale & complete resporsibility of the treatment & it's outcoms & safety of the patient, and Koshika Foundation will kave no role or responsibliity
i the matier.
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