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By affixing hereunder, signature of our Authorisad Signatory for recommanding this easa/pafient for financial assisiance from Koshika Foundation, we
(Hospital) hereby affim & fccept foliowing:

1) that wa neithar are prazantly not will [n futurs avall of financial assistance from another NGO or eny othar sourea, for the same patlent'cass, a8 we ars
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