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in the mattar.

ot wiewn, wemel W) st @ sErdad o wifm wresbee” @ el T B feelon o wl &, Pl aw Comem) T wen @ a w e ek

1) wy 5 W wiem S A W e W i we e S W wee w e s wiE W ow T W o W W W, W e e e
A femfofrf 7= % waEy d “wie wEtr” oo v 4y 6 b ofe *sifes s g mrm frei sfeseEs i o B e 8 aeEe
foestt s b wownt! wven w faet sw e weren o e s i v §) v gfe o e e ome § e st fpfle soe e i iy fed
it wowr wne m Tl o T R T SmvErh

1 “srew s 3 & o geen wen il vl 9 b 0 ow v g @ o e @ e wesTee v o9 0T @ v
w diw w free | oy “wifim sty g el pen w Y vl b opedied w4 O e o sl sl e W
=t it o “sifw” 7 s i m el m o F o

Dr. SUFYAN DANISH RECOMITOED OR ACGEPTNCE

g wwf
(Name, Dasignation & Stan
a ~onbehall of Hospita
TR W A W A Wy sy sfii
FOR INTERNAL USE of KOSHIKA FOUNDATION it 3w ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= T | T 7 2




