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By atfixing hereurrdsar, signature of aur Autharised Sigratory for recommending this casefpationt for Ainancial essistance rom Koshika Foundalion, we
tHospital) hereby amrm & accept tollowing.
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ass e sola & complele responsibility of the treatment & iUs cutcomes & safely of the patient, and Keshika Foundation will have no rate or responsibility
in the matter.
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