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with the Trustees of Koshika Foundation, and lheir decision is this regard will be final and acceptable to me.
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1) that we neilher are presently nor will in fu lure avail of financial assistance from anolher NGO or any other source, for the same patienucase, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortlall from another NGO or any other source. This

conflrmation essentially states that the Hospitalwill not avail any duplicstg assistance for the sam€ patienucase from any other NGO or any oth€r source

2) The assrslance from Koshika Foundation is only financial in nature. The choice of the treatment/procedu re advised/conducted by the Hospital on the

pati€nt, is based on the arrangement between the patient & lhe HosPita L and is in no way influenced bY Kosh ika Foundation. Hence, the Hospital will

assume sole & complete responsibil ity of the treatment & it's outcome & safely of the patienl, and Koshika Found ation will have no rcle or responsibility

ln the matter.
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