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requesting lo gel rom Koshiks Foundation, (o the extent fhat such assistance = granted by Koshika Foundation. If the requested assistanca Is not granted
by Koshika Foundation, in part or in full, then the Hospitsl reserves if's right io make up the shortfull from another NGO or any other source, This
confirmafion essentially states thal tha Hospltal will not avall any duplicate assistance for the sama patient/case fram any other NGO or any other spurce.
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patient, ks based on the srangement between e patient & the Hospital, and is in no way Influanced by Koshika Foundation. Harics, the Hospital wil

assume solo & complete responaibility of the treatmant & il outcome & safety of the patienl, end Koshika Foundation will have no role or reepons|bility
in tha matisr.
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