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1) that wie neithar are presantly nar will in futlie svail of firencial assistance fram anothes NGO ar any othar saurce, for the same patienticase, as we are
raquesting 1o get fron Keshika Foundation, 1o the extent Ihal such assisfance is granted by Koshika Foundation. If the requestad assistance is not granted
by Koshika Foundation, in pan o in full, than thes Hospitsl reserves It's right to make up the shortfall from another NGO or any ofher source. This
confirmation essantially states that tha Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or sny other source.
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patlent, is based on the arangemant betwesan the patlent & the Hospital, snd |s in no way influenced by Koshika Foundation, Hence, the Hospital will
pegume sole & complats responsibillty of the trestmant & it's outcomae & safety of the patient, and Koshika Foundation will hawve ng role or responsibliity
In the matter.
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