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requesting to get from Kosnika Foundation. to {he extent that such assistance s granted by Koshika Foundation If the requested assistance is not granted
by Keshika Foundation, in part or in full, then the Hospital reserves it's right to maka up ihe shortfall from another NGO or any ofher source. This
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gasume solo & complete responsibility of the reatment & it's outcome & safety of the patient, and Koshika Foundation will have no rola or responsibility
in the maller,
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