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1] that we neither ars pragently nor will in fulure svall of finsncis! assistance from ancther NGO or sny cthar scurce, for the seme patienticass, as wo are
requessing |o ged from Koshika Foundation, o the exent that such assistance is granted by Koshika Foundation. i the requested assistance is nol grantsd
by Koshika Foundatlon, in part or in full. then the Hospital ressrves IU's nght 1o make up the shorttall from another NGO or any other source. This
confirmation essenbiaily siates thal the Hospital will mot avall any duplicats assistance lor (he sama patienticase rom any othar NGO or 3ny other source.
7] The assistance from Kashika Foundation is only financial in nature. Tha cholca of the treatment/procedurne advisediconductad by the Hospdal on the
pafinnl, i based on the arrangament betwesn the patient & the Hospital and is in no way influsnced by Koshiks Foundation. Hencs, the Hospital will
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