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By affixing hereunder, slonatird of our Authorised Slgnatary for recommending this case/pallent for finsrclal assistance from Koshiks Foundation, we
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assuma sole & complete responsibllity of the treatment & |I's sutcome & safoty of he patienl, and Koshika Foundation wii| have ne role or responsibility

In the matlsr,

mm,mﬂﬁmﬁmﬁﬁ“ﬁmm“#ﬁMWHMﬁﬁtﬁﬂﬂtmﬂm:ﬁwmﬂmtﬂmmh

1Jwﬁ=ff?ﬁuﬂqﬁﬂmﬂﬂﬁw#ﬁﬁwmwﬁmﬁtmmﬁmmmwﬁmﬂmﬂﬁwﬁﬂtﬁhm“ﬁmm'
W frmimdefy am & s o s wﬁm"mwiﬁﬁsilﬂﬁ“iﬁrﬁmmﬁﬁ'mmﬁﬁmmmmhmidm
Mmmmmwmwwﬁmﬁ#mmmmilwwﬁmmmtmmmmmﬁr&mnm
. T Wem W R se e @

HEEGMHEHDH}EP FOR ACCEPTENCE

Date of Surgery - : ARN
SR 1 { E;Ri's E.C%E:n?l:;ﬂmaluﬂ
:“LE/ 2 ) Rl (Name of Dr%”ﬂﬂ?ﬁ o
LW T A TR T T A
FOR INTERNAL USE of KOSHIKA FOUNDATION ey awaim 1
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=TT B

T T
T

01.12.2022




