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1) By affixing my signature of thumb impression on this Form, | (Applicant) heroby agree & authorise Koshika Foundation and It's Trusiees 1o
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By affong herounder, signature of our Authonsed Signalory for recommending this case/patient for financial sssistance from Koshia Foundation, we
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gsaume sola & complete responediity of the reatment & it's outcome & sadety of the patent, and Koahika Foundation will have no roks or responsibiity
in tha mater.
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