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1) thast we neither ane presantly nor will in futisre avall of financlal asslstance from enother NGO o sny other source, for the same pallent/case, ns we arm
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sssume sole & complets responsibliity of the treatmaent & II's outcome & safety of the pationt, and Koshika Feundation will have no role of responsibillly
in the maller.
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