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By affixing hereunder, signature of our Authorised Signatory for recommanding this case/patient for finencial assistance from Koshika Foundation, we
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1) inat we nedher are presently noe will in future avail of financial assistance from anaolher NGO or any other source, for the same patientcase, as we arp
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assurme sole & complels responsitiity of the ireaiment & |z oulcome & safety of the patient. and Koshika Foundation will have no role or resporsibility
in the mattar
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