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soliciting donations for Koshika Foundation and/or disseminating information about it's
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with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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2) fhe ass,stance fiom Koshlka Foundation is only financial in nature. The choi ce of the treatmenuprocedure advised/conducted by the Hospital on the

patient, is based on the arrangement between the patient & the Hospital. and is in no way iniuenced bY Koshika Foundation. Hence. the Hospital will

assu me sole & complete resoonsibility of the lreatment & it's outcome & safoty of the patient. and Koshika Found ation will have no role or responsibility

tn the matter
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