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confirmation essentially states thot tho Hospital will not avad any duplicale assistance for the same patienticase from any othet NGO of any other source.
2) The assistance from Koshika Foundation i only financal in nalure. The chokce of the tneatmentipeccedure advisediconducied by the Hospital on the
patient, is based on the arangement belween (he patiant & the Hospital, and is in no way influenced by Koshiks Foundation. Mence, the Hospital will
assueng sole & complete responsibllity of the treatment & It's outcome & salety of the patient, and Koshika Foundation will have no role of responsdily
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