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1] By affiwng my signature of thumb impression on this Form, | [Applcant) hersby agree & authorise Koshika Foundation and t's Trustees to
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By alfung hateundar, sgnature of our Auhonsed Sgnalony lor recommending this cass'patient for fmancal assistance from Koshika Foundation, we
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assume solo & complats responsibiiity of the treatment & s ocutcome 4 safoly of the patient, and Koshika Foundation will have no role of responsitdity

in the matter,
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