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By affwing hareunder, signature of our Authorised Signatory for recommeanding thin case/patient for financial assistance from Koshika Foundalion, we
{Hospital) hereby affitm & accept fallpwing:

1) that wa noither ase prasently nor will in futuss avall o financial assistancs from another NGO or any othér source, for ihe same patient'case, 85 wa are
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