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(Hoepial) berebly affim & accept following
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assume sk & complete responsibllity of the treatment & il's outcoms & safety of the patient. and Koshika Foundation wil have ra rale o responsibility
in thie reatier

v sifin, wp W mﬂnmﬂnhﬁﬁ“!ﬂﬂmmﬁm*dﬁﬁmmiﬂmlﬁwﬂthﬁwEmMIﬁﬁrmimﬂmmﬂit

L} W T e i S g e Sefsn o S A7 s e e T # T i § e w w b, A e v it s

zqmﬁnﬁqﬁmq‘smi'mm‘pmﬁhhnﬁ“mﬁn.wﬁm‘mmmﬁmqwﬂﬁmmtﬁmn

L iR FE A v e s fafn SRR SR R B SR R R e p—
a‘n‘wmhmhirt*#rﬁwamﬂm"m?nﬁmmaﬁim?ﬂllmﬁﬁmmﬁﬁtmmdtmﬂﬂﬂmﬂﬁmﬁrﬂﬂjm
Wt s i W s i w S woams Ao e

=

RECOMMENDED FOR ACCE" ENCE
— R
Date of § e e ey . .
P ;ﬁuw ﬂlixr UPLES ﬁ‘;‘fﬁh}ﬂ 5 ,,.""F,,, , 'er Public o Clark
Q@ j .:IEI.Ls,FI-:.:q::.. e ._E'T‘E,.-it'-:‘t“:-dfr?' H Jﬂyﬂl.ﬁhéﬁ;ﬁhk 3 of Authorised ! griatory
e f= :(Name of Dr, & Regn. No. ket Cinerimiinliy il peea)
HD ! h.?!‘?:?ﬁ?-m%ﬁfﬂfi’;’ﬁﬂ i el A PITAL

& L T S SRT

'{ \IATION s T #

SIGNATURE of TRUSTEE T T SIGNATURE of TRUSTEE 2
Fem | A R 2

| JFAE

&/

L

18-08-2024



