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by Koshika Foundation, in Part or in full, then the HosPital roserv€s it's right to make uP the shortfall from another
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2) The assistance from Koshrka Foundation is only financial treatmenUprocedur€ advissd/conducted bY the Hospital on the

patient, is based on the arrangement betwe€n the Patienl & the HosP ital, and is in no way influenced by Kosh ika Foundation. Hence , the Hospital will

assume sole & complete resPonsibility of the treatment & it's outclme E safety of the Patienl, and Koshika Found ation will have no role or responsibility
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