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1) thet we peither are presently nor will in futere avall of Tnancidl assistancs from another NGO or any olhsr source, for e same patenticase, 33 We 3ne
requesiing to el from Koshika Foundation, 1o tha axient that such assistance is granted by Koshika Foundation, If the requesied assistance is not granted
by Keshika Foundation, in part or in full, then the Hospital reserves it's dght to make up the shorfall from anofmer NGO or any offer source. This
contirmation essontially statos thal the Hospital will not svail sny duplicate nssidtance for the same patienticase from any othar NGO or any other source
2 The aseistance from Koshika Foundation is anly financial in nature, Tha chaice of the reaimentprocedure advised/conducted by the Hasoital o tho
patien!, iz based on the arangemant betwesn Lhe patlenl & the Hospilat, end is in no way Influenced by Koshike Foundation. Hanca, the Hospital will
asswume sole & complete responsiblity of the treatmant & it's oulcome & salaty of the patient, and Koshika Foundation will have no role o responsibility
in the mabler.
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