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essume sole & complets responsibility of the treatment & It's outcome & salely of the patient, and Koshika Foundation will have na role or responsibility

in the matler.

et s, wemet w1 s @ wabh W) ~wifow wEvE" 4 Al e i e ¥ b o (e) fe e e s o b

1) wy B miwr shew R wftess o fafies e el st Wee o el s i b e it o o w o o §, A e v S o s
B fonftafesy T o s o e wrrd v g wee gy i b ot “ e st o e Swafly sfreaee @ g o few o 9 s
frt wm A gl v e o wEme A o S W s g o b e F vre v oam # i s fils aor e s Ty Rt
# wrft dom m Bl s e A SR A

2w wrrde @ o o wee wwe i sl o & dh s wesen o S ol s @t o o W ope R o wemee

% e w1 foe & ol “wifre e ” o Pl wem o Tem ol b ol v o O o e g o e wd S Wi falel 3R o e
=1 wit ol =wifrw” w1 w0 sfe o fasrl ww o

Date of Surgery
witm % i i el s 'l’““' B ,ghr_a_'T
hlﬁﬂzfi’ a3 el . e 08 --_. , ::L_ anatory
o s & ﬁmﬂlr ;.Ji--:":'l'.r.'.'f!
SIGNATURE of TRUSTEE 1 PRI R,
o A TR 1

@ﬂ?f /,—Q'-"'—'ﬂ/e~‘

25-11-2023



