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1) By affising my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundstion and iTs Trustoes to
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Hy affizing hereunder, ssgnature of cur Authonsed Signatory for recommending this case/patient for financial assistance from Koshis Foundation, we
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assume sols & complets responsibiity of the ireatmant & t's oulcome & safety of the patient, end Koshiks Foundation will hitve no role or responsibilily
In the matisr.
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