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1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienucas€, as we are

requesting to get from Koshika Foundation, to the extent thai such assistance is granted by Koshika Foundation. lf the requested assistanc€ is not granted

by Koshika Foundation, in part or in full, then ths Hospital reserves it's right to maks up the shortfall lrom another NGo or any other sourco. This

confirmation essenti ally states that the HosPiial will not avail any dupli cate assislance for the same patienucase from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nalure The choic€ of the treatmenuprocedure advised/conducted by the Hospital on the

patient, is based on the arrangement betwoen the Patient & 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 outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
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