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1)that we neither are presentl y nor will in lutu re avail of linancial assistance trom another NGO or any other source, for the same patienvcase , as we are

requesting to get Iiom Koshika Foundation, to the exlent thal such assistance is Irantod by Koshika Foundation. lf the requQsted assistance is not granted
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2)The assistance lrom Koshika Foundation is only financial in nature. The choics of the treatm enUproced ure advised/conducted bY the Hospital on the

patien t. is based on thE aranga ment between the Pa tient & the Hospital, and is in no way influenced by Koshi ka Foundation. H€nce, the HosPital will

assume sole & complete responsibility of the treatment & it's outcome & salety ol thE Patient' and Koshika Foundation will have no role or responsibility

in the matter.
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