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1) By affing my ‘signature or thumb impression on ihls Form, | [Applicant) heeeby agree & authoriss Koshika Foundation and it's Trustees 1o
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assume soie & complete responsibility of the treatment & II's outcoma & safety of the patient, and Koshika Foundation will have no role or respansibllity
in ive matiar

vt sl wemel Wi S @ weEArT W sl st W Rl e by et o adt 3, R e (veem) e owsw R e wier e b
1) ux T o wim s R sl o el weom felt vl dem w feslt o i @ T e F O om @ o £, W I ow vt e
A TPl o wa o s e gm e b e b ofe s s go s i sfimecews b o wd few o § @ e

fiEdt s M wowd Hen wm R s w @ T o e st gl e & gfe F vre s oam € fie e Tl o e il 4y e
r wegnll v m Beell sem oones R s St

2. “wifirs TR HﬁﬂmmmﬁEﬁiuwmmmﬂﬂmwﬁﬂMNMm
& v i Fege & sl e s mmWwﬁmﬂt.mmﬂﬁﬂmwﬁuﬂﬂwﬂwhmm
it g sl “wifre W W ofe = fasid W o F /3 \
N J I:.
RECOMMENDED FOR ACCEPTENCE \ ;
- i O L =
Date of Surgery SUFYAN LANT: &/
s ¥ wie Q:. q) \ f’f ‘#
e ape. 4 M (Mame, 'g_ﬁuﬂn'lud at
ﬂufarfm ame of U7, & Reghe Nn.wi'ﬂiﬁllmp] Inh of Hospital) s
AR A W A TR A wu'ﬁmmmm
FOR INTERNAL USE of KOSHIKA FOUNDATION  =fts 3w 17
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
I wE | ! T 2

u L

i 4

25-11-2023



