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11 1hat we neither arg presantly nor will in future avall of financial assistance from anolher NGO of any other souece, for the same patient'case, o8 we are
requosting 1o get from Koshika Foundation, 10 the extent that such assistance is granted by Koshia Foundation. If the requesied assistance is not granied
by Koshika Foundation, in part or in full, then the Hospital raserves IT's right o make up the shortfall from another NGO cr any other scurce. This
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assume solo & compiete resporsibiiity of the treatment & If's outcome & safety of the patient, and Koshika Founcation will have no role or responsibily
n the matier.
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