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2} | salemnly confirm that assistonce, if received from Koshika Foundation, will be used only for the *purposs”, 88 stated in this Form, for which such assistance
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
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renuesting to get from Koshika Foundation, o the extent that such assistance is granted by Koshika Foundation. If the requested sssistance is nol granted
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in he matiar,
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