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By affixirg hersundar, sigrature of our Authorised Signatory for recommending this casa/pasient for financial assistance from Koshiks Foundation, we
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1) that we nainer are prasantly nar wit in future avall of financial sssalancs from another NGO ar any othar s0urce, for tha 83me patenticess, &= we are
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n tha matter.
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