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By aflixing hereunder, signature of our Authorised Signatory for recommending this case/patien t for financial assistance from Koshika Foundation' we
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1) Bv aflixing my signalure or thumb impression on this Form, I (Applicanl) hereby agree & authorise Koshika Foundation and it's Trustess to

use/pu blish/putup/reproduce my name, address, photo & details of the'purpose"' for which such assistance is requested/granted, through any
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