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1) By affieng my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshiks Foundation and s Trustees 1o
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By affixing hereunder, signature of our Authorised Sgnatory for recommending this casefpatient lor financial assistance from Keshika Foundation, we
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assume sole & complete responsibility of the reatment & it's culcome & ssafety of the patient, and Koshika Foundation will have no role o responsibiity
in the matler.
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