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by Kr.:shika Founclatron, rn part or in full. then lhe Hospilal reseTves it s right lo nrake up the shorifall froni another NGO or any other source. Thrs

confirmation essentially slates that the Hosprtal wiil not avaii any duplicate assistance tor the same patient/case from any other NGO or any other source.
2) The assistance fronr Kosliika Foundation is only financial in nature The chciice of the treatment/procedure advisedlconducted by the Hospital on the
patie0t, is based on the arrangenrer)t between the patienl & the Hospital, and is in no way inflLrenced by Koshika Foundation. Hence, the Hospital will

assume sole & oorrplete responsibility of the treatment & it's outcome & safety of the patrent, and Koshika Foundation will have no role or responsibility
in the matter
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