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By sfinung hareunder, signatirg of our Authorised Signatory for recommending 1his case/patent lof linancial sssistance from Koshika Foungdation, we
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1) that we neither are preseiily nor will in futlire 2vail of fingncial assistance fram aroiter NGO or any giher soutca, for the same-patienticass, ps we sre
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