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DECLARATION by APPLICANT: STW 57 shee 73:

1) | heroby confirm hal ol dotalls in thin Form are True to th best of my knowledge. Any falso staloment will rendar my Application & ongoing assistance, If any.
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By affixing tersunder, sgnature of our Authonsed Signatory for recommending this case/patent for financial assistance from Koshica Foundation, we
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