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1) I hseby Connrm thal all details in this Form are True to the best ot my knowledge. Any false statement will render my Applicstion & ongolng a$islance, if any,

liablo for lBjoclion/cancallation.
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By affixing he.euode., signature of ou. Authorised signatory for recommending this case/palient tor financial assistance from Koshika Foundalion, we
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