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T}hinot we pailher are prasertly nor will in future avail of financial Dssistance from anoihar NGO or sny oiker source, lor the sams patientizase, a5 we are
reqizesting to get from Koshike Foundation, tn the extent that such assistance s granied by Koshika Faundation, If the requested aesistance 15 not granted
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