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{Rospital) heredy affirm & accept following:

1) Mat we pnolther are presently nor will In future avall of financial assistance from ancthar NGO cr any olher source, for 1he sare patienl/case, 88 we a0
roguasting 10 get froen Koshika Foundation, 10 the axiont that such assistance ' granted by Koshika Foundation If the requestod assistance ls not granted
by Koshika Foundation, In part of in Rl than the Hospitad resorves It's right 10 make up the shortfall fom another NGO of ey other sowrce. This
confirmation essentally states that the Hospitad will not avall any dupliicate oecistance for the same patient/case from any over NGO or anry ofher source.
2} The assstance from Koshika Founcation is only financial ia naturs. The choce of the trealmantpeocedure advised/conductied by the Hospital on the
patiand, is bused on the arangement betweon the patiend & the Hospital, and is In no way influenced by Koshics Foundation. Henca, the Hospital will
assume sols & complete resporaility of the treatment & i's cutconte § safety of the petient, and Koshika Foundation will have no role or responsility
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