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in thi mattes.

et s, wed o s @ oot o it Sreten” o fl e 0y fewfon ®) ol 2, el (wemm) faer wwm o wpe n s W

1) g fe 7 # winy i 7§ v F fifi wow fed e weerh soom w et a v @ ve i F @ ow @ o §, 38 e Cwifow e
# fremiedy ve & s § ‘e st oo s vy i b o “sifee ensive® o e fee sfroeen & v W e wm § R s
ot s Ay wowd) e w fedt s wmer & e 8w sl e e bov e o wre e owen & P s il oe e el by faed

b wrwrlt e w fef oo & ot Al

1 “wfow W § H of v su fafw v St 4B T oeem o 4 vl T @ e o Tl W o of o v

% i W fewa & ol “wifiee e g el wen W W oem ol b e e 4 00 F e ogon o st wd ot el festgh h o o

o wnft ol “wife” & i oftren m fashoft wowwe F of e

RECOMMENDED FOR ACCEPTENCE
gt % fom v
Date of Surgery
"o W whe . Rameez Reza
Tl mwuiiﬂﬂﬂlﬂ” e
- e TREGRBSHKA FOLNDATN w o
SIGNATURE of TRUSTEE 1 SIGNATURE of f

T | T 2

S JFAE

20-03 - 2025



