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in the mattor. !
TR ST, mEE mﬂw@ﬂﬁm“ﬁﬁmmm:&m“#ﬁmmq-ﬁmﬁaﬂmﬂﬂ,ﬁﬁw{mﬁa: fies e @ s = wE w
P) TS e w3 0wl F e weren Bl s s @ B aee w ww Wi d oW W W A e et s
A Tasdinfin 2o = som # "wifrm wrim o ave 5 75 6wk s wEett gm s el s T e i e € 6 s

ﬁrﬁmﬁrmw&nhumliﬁmmﬁmmﬂ*wﬂﬁmn'ﬁrﬁﬂmhwfe#mwmtﬁmmwmﬁﬂmhm
o e s ap et sen e W 98 S

R R SR B R R R R R ey g p———

nﬁﬁﬂﬁﬁw%ﬂ‘ﬁ"mﬁﬁmmﬁ?ﬁ“mﬂnﬁmﬂnﬁi'{mﬁilmmﬁﬂﬂlﬁnmmﬁh - 7 TR
W o S W e e W e v s o i ﬂ.
RECOMMENDED FOR ACCEPTENGE g =
Or. SUEVA -ty s, =57+ Frt s |Adpinisato )
Date of Surgery M.
e i | D-BS )i \
R ame, Designati Signatory
!2{ Ef_/.QS 0’ NG, with Stamp) on beha ospital)
TR MM T T A A T E W s iy sfwd
FOR INTERNAL USE of KOSHIKA FOUNDATION &S 3wam 7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= TR | e T 2

FAET

30-11-2024




