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1) thisl we nelther are presenily nor will in fulure Gvall of financial essistance from another NGO or any olher source, for the same pafienticase, a8 we are
requasting o get from Koshika Foundation, o the extent that such asaistance s granted by Keshika Foundation. If the requested assistance is nol granted
by Koshika Foundstion, In part o in full, than the Hospital reservas i's fight o make up (ha shorifall from anather NGO or any other source. This
confirmation essenliatly states thal lhe Hospital will not avail any duplicale assistance for the sama patient/casa from any other NGO or any olher source.
2) The assistance from Koshika Foundalion is only financial in naturs, The chelca of the ireatmeantiprocedure sdvised/oonducted by (he Hospital on the
patient, i based on the amangement batwsen the patlent & the Hospital, and is in no way influenced by Koshika Foundstion, Hence, the Hospétal wil
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