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(Applic€nt) hereby agree & authorise Koshika Foundation and it's Trustees to
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wilh the Ttustees oiKoshika Foundation, a;d their decision is this regard will be final and acceptable to me'
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By affixing hereunder, signature of our Authorised Signatory for reclmmending this case/patient for linancial assistance from Koshika Foundation' we

(Hospital) hereby afllrm & accept following:
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