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1) By affixing my signature or thumb imprassion on this Form, | (Applicant) hersby agree & aulhoriss Koshika Foundation and it's Trustess to
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By alfixing hereunder, signaiure of our Autharized Skgnatory fer recommending this casefpatient for financial assistance from Koshika Foundation, we
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Mh sola & complele responalbifty of the trealment & it's culcome & safely of (he pallert, and Koshiks Foundation will have no rele or responsibliity
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