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By affixing hareunder, signalure of our Authorsed Signatory for recommmanding this case/patient for financal assistance from Koshika Foundalion, we
(Hcspital) hareby affirm & accept following:

1) that we neither are presonlly nor will in Ruture avall of fnancial assistance frm another NGO of othar scurce, for the same patlent'cise, as we are
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