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By afixing hereunder, pignature of owr Authonsed Signatory for recommending this cass/ipatient for finpncial asslstance from Koshika Foundation, we
({Hospital) hereby aftiem & accept lollowing:
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assumg soie & complete responelbiity of the treatment & its outcome & safety of the patient, snd Koshika Foundation will have no role or responsitility
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