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1) 1 hateby confirm thal &il details in this Form are True 1o the best of my knowledge. Any false statement will rendar my Application & ongoing assistance, if any,
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2) The ossistance from Koshika Foundation s anly Anancial In nature. The choice of the treatment/procedurs adviseditonducted by the Hospital on the
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assume sola & complete responaibiiily of the trestment & il's outcome & safety of the palient, and Koshika Foundation will hava no rols or responsibility
in the matiar,
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