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1) Bt we nedher ane presentty nos will i future avisil of fnancial assistance fram analher NGO of any offver source, for the same patienticase, an we nre
1o gel from Keshika Foundation, o the sxtent thal such assistance is granied by Koshika Foundabon. If the requesied assistanca & nol granted

by Koutwka Foundation, in part o in full, than the Hospital reserves i's right to make up the shortfall from anpther NGO or any olher source. This

confirmation sssentally states thal the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO of any other source

2] Tha essistance from Koshika Foundabon is only financial in nature. The choice of the treatmentiprocedure advised/conducted by the Hospital on the

patsenl, s based on e arrangement batween the patient & the Hospital, snd i in no way influenced by Koshika Foundation. Hence, the Hospital will

assume soie & complete responsibility of the traatmant & IU's cutcome & safety of the patient, and Koshika Foundation will have no role or responsbility
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