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requesting 1o get from Koshika Foundation, 10 the extent that such assistance is granted by Koshika FoundaSion, If the requested sssistance is not granted
by Koshika Foundation, in past of In full, then the Hospital reserves If's right 1o make up the shortfall from ancther NGO or any other source. This
confirmation essentialy states thol the Hospital will not avall any duplicale assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is oaly financial in nature. Tho cholce of the treatment/procedure advisadiconduciad by the Hospital ca tha
patient, is based on the arrangament between the patient & the Hospital, and is in no way Influenced by Koshika Foundation. Hence, the Hospital wis
assume sole & compiele responsitility of the teatment & It's outcome & safiely of the patient, and Koshika Foundation will have no roie or responsibiity
in the matior.
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