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1) By affixing my signature of MUMD impression on Tis Form, | (Applicant) herelry agree & auihorise Moshika Foundation and (s Trustees lo
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AGREEMENT by HOSPITAL (wam gn ww)
By aMfixing hateunder, signature of our Authorised Signatory lor recommanding this case/patient for inancial assistance from Koshika Foundation, wa
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in the mater,
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