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Hy affising heseunder, signature of our Authotised Signalory for recommending this casedpitient for inancaal assistance from Koshika Foundallon, we
(Hospital) hereby affirm & accept tollowing:

1) thast we nelther are prasently nor will n future avail of financial assistance from another NGO or any other source, Tor the some pallent/cass, aa we are
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