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By allixing henaunder, signalute of our Aulhorised Signatary for recommending Uhis case/patient for financial assistance rom Koshika Faundation, wa
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ossuma solo & complale responaibility of the reatmant & |I's outcoma & safety of the patianl, ond Koshika Faundation will have na fole or respansiblity
in the matter.
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