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with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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requesting to get from Koshikd Foundation, to the extentthaiiuctr assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in part oiin tuif , itren tne Xospitai iese.eriii Aght to ,ike up th6 shortfall from another NGO or any other source' This

confirmation essentially states that the Hospital witt not ivait any dupriqle assistance ior the same patienucase. from any other NGO or any other source'
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patient, is based on tn" arrantemeniu"t*""n the patient & ttre Hospital, and is in no way influence-d by.Koshika Foundation. l-lence, the Hospital will

assume sole & complete r"sp'oniioi[tv of the treatment a irr ort*ni" a'safety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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