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assume sole & complate responsibiiity of the treatment & i's cutcome & safety of the patlent, and Koshika Foundation will have no role or responsibilily
by trea muatier

wt sy, veawd o S8 Rl W Cwifve st @ i s g fedm st wd §, Bl e (veem) B oawn 8w w el o b

1) uw i 5 v wir o 3 o it o Rl we fiedd) e owwll e g el e w8 e Sl F o w R | 8 S e v Swifre et
W frmfn il oe & wem d “wifen e T w i S oo s R g e e afmase i v ow few we § o s
frlt s A v s w flt s v e o w et i v & v e F v wn o  fie serme fifhe e e Sl by el
W wrrd! Wem m T s o & Y R

2 “wifirm e & o o -y waw fafies g @ &) 3w e oo S o e W R T sTevlEn v e o o v

W e fiers & ol s ST g e W W W e A w0 @ e el s W il B o yee
o il ol i ¥ Wi g w el v owmd F i

F i, S -
Waﬂcmmmrmm A g
o wip W g segi =X
Date of Surgery LSO AN i T CHARAN IACSET
sivivA # mim M i ThiAL) Administrator
2 S3imp bP Aithorised Signatory
L T e
TR W Wi M 7 % wEam A sl
mmu&mmwmmnm s Tau
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=it e | g v 2

&wg

01.12.2022




