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1} By affaing my signature or thumb imgression on this Form. | (Applicant) hersby agree & authorise Koshika Foundation and i1's Trustees lo
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AGREEMENT by HOSPITAL (reemm 0 %11)

By affining hereunder, sgnatute of our Authorsed Signatory for recommanding this caselpatient for financial assistance from Koshia Foundation, we
(Hospital) hereby affirm & accept following:
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