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in the matter.

vt v, TEmed W s @ e w) st w3 el e ¥ fefon o i 4, B e () e R @ e w wew W b

1) =% P 7 A wivm ol 3 o i o fufir s fiedt & wonl seer w et see i @ ow il F A ow R f 4 s e e T
# firmfrm e 70 @ o o “sifvn s o e i A R i weste g el s ¥ e e o § 8 s
hﬂmﬂtmmlwﬂrmmmﬂmﬂimﬂnwﬁmhﬂﬁimwmthmtﬂimmMNH
i wewr wew W fwndl s ae @ e

2 "t s R o e faw fim vl @ 4 PR v pe @ d v w A R svaie o O e

F W ow fiom § oSt s o A wen W om0 i v R v e s s w8 wd Rkl 0 of ver
w1 i ol w9 o g @ feiod womm F e

RECOMMENDED FOR ACCEPTENCE
i % fow el
Date of Surgery .
afveer % wta 2N e
K e L e (Name, Designation & Stamp of
lq B'Q,S (Name\of Dr. & Regn. No. with v on behalf of Hos
- & a0, :ﬁaﬂmm
FOR INTERNALUSE bl KOSHIKA FOUNDATION  3iits vam 17
SRR T TRUSTEE T SIGNATURE of TRUSTEE 7

W g | i TR 2

20-06-2025




