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awsume sole & complete responsthilicy of the traatmen & i’z outmome & safety of the patlent, and Koshiks Feundation will have no mlz or respansibllity

in the matter

i i, venal = s R wRAT W wiE e % fufrs Ty ¥ o w1 e ¥, v (vewe) Fr TR 8 e T W

1) e B 7 7 e o € s o fafipr wem el s wem @ R s i A T i W g 2§, R e e see”
3 Rty T 5 W o e ey o e o e Al e v g e e st i e e ¥ e
freht s T W T s A e & w2 1 s gl v b e § R W # fir e T W v e iy WA
ol e W fed se= wyE @ W e

5 P W % o T werm gem T g =t 0w e o T T - fist T w5 T i O e
% Srg w1 fag 3 S “wE TR T fed v = R s 7 b e pee A T % g e R e e W e

2 o s R w9 e W TR e e A (é@'ﬁsﬂe%

RECOMMENDED FOR ACCEPTENCE
i 5, e e

Date of Surgery D7 SUFYANDANTST

TR = i _ OMS, DNB :
82893 {Hame, Designation

Bxﬂf{ a3 [ I g H-:!?w%%!emp] it
I A S S A TR AN E T

FOR INTERNAL USE of KOSHIKA FOUNDATION 3 3wt B
SGNATURE O TRUSTEET S/GNATURE of TRUSTEE 2
! T | ] B

01.12.2022



