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1) that we neither are prasantly nor will in future avall of inanclal assistance from anather NGO or any other source, for the seme patlenticase, as we are
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In thit malter,

vt i, wvl o s W weEd ) S Wi T W e W i e = w8, e e (s feaowen @ owe a i oe

1) W T 3 o i sl w0 wfie of ffe W T rowren wem W fee S wm # T i F B om A § W v S wife s
A Tewifiw i 79 % wan @ sl SRR g0 e i b R s o g e feefe sifieares B w0 e wm € o smemm
el sem B oyl wem m P s AR A e B W sl g e §om Te © wme wn o | e ff o owe St iy e

b wwlt s m Pl s e W AR A

1 “wifie sty # = aree e il sl S b ST o e g o s @ TR o areefEe
w o = fem ¥ o i wEETEt g el wE w w wE T i e d it 9 e e

w1 yoir s “sifrm = S qfEn W fawid wowee d 0o

RECOMMENDED FOR ACCEFTENCE {l:‘r ( | s ‘
- i .w 5 fflft Hefir “ f. T =
Date of Surgery ; HEER -
Mﬁm 'I'-'n'.. : i 0.
TETH AW T T Y

FOR INTERNAL USE of KOSHIKA FOUNDATION ~ aiifcs awem ¥

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
S T |

7 A

15-08-2023




