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1) I herebry confirm Shal e dotails in this Form are Trug to the beul of my knowledge. Any false staloment will render my Application & ongoing assistance, If any,
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AGREEMENT by APPLICANT ( smzw: g wm)

1) By afiing my signafure of thumd impregsion on this Form. | (Applicant) heteby agree & autharise Koshika Foundation and it's Trustees jo
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AGREEMENT by HOSFITAL (rma@s o0 F95)
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