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1) thst we nither are presantly nor will in futue avail of inancial sesistance from anothe: NGO or any other source, for the same patient'cass, as we are
reguasting o gel Irom Koshika Foundation, (o the extent that such sssistance i granted by Koshika Foundation. If the reguesied assistance is nol granted
by Kowshika Foundation, in part or in full, then the Hospital reserves &'s right 1o make up the shortfall from anather NGO er any other source. This
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patient, is based on the arangement betwaen the patient & the Hospital, and fs In no way influenced by Koahika Foundation. Hence, the Hospital will

assume sole & complets responsibility of the teatment & 'y outcoma & salety of the patient, and Koshika Foundetion will have no role or responsibiity
in the matier.
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