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By affixing hereunder, sgnature of our Authorised Signatory for recommending this case‘paint for financial assistance from Koshika Foundation, we

{Hospital) heraby affirm & socepl following:

1) that we neither wre presently nor will in future avail of finoncial essiyiance from another NGO or any ofher source. for the same pabentcate, BN we @
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