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with the Trustees of Koshika Foundation, and their decision is this rggard wlll be llnal and acloptabl€ to me.

l) Fq qT, c{ qci f,{nrfi qr si,r} 6t Brq ctII6{, fi (qli<6) qtrn {tcfd rl 3E 6(il (cq "4ifir6l srdtm qt{ tE* qfrd ' d efrql urm {fr it rn,

qm, qtd ql{ ql tu{{q ts wz { sFfi i, TS'6itl{r'({1*€1, <n, lr*,m 1d 3(ivq i g.s1 IfrEftql qk 3Tf,Frq} + f(ri ffi d rm qqq

i ,{'frd 6d + trc rcE{i tr li lri 6I frwI lt varc * \d ql lt< i 6ti * frc "dtI6I tr*sc' c qr{ qtuTir }r

2) t (qri<6) rsmiwqntfrftqrc,Tdr,sia et{ fdq{q qi ft {ITTfi * atirql i stla l ti sttr II$ci r5l tEqR rfi T{'ilr 5 vdrr il

'rntftro' qqrrs qfisd 6t fldq ffirq et{ atqqrt [i$t

By afiixing hereunder, signature of ourAuthorised Signatory for .ecommending this case/patignt for linancial assistanco from Koshika Foundation, lvo

in the maner.

o,t qfr{li, 
"**t 

* q\ { qrcd^},fr 6i "6ifir6l src*rn' * frtu src tg ffi{I d cd t, ffi trr (f,siRl) h v*r * cl?c r ddR 6d

l) q[ ft; d cfcR qt( ? fr cfrq { frtrc srq nFd +R {r5rt {{qr{ cr tr{ ryq q}n t aqr tftnrqti il ill rl d ri t, t{ ft rci'ilft5l 'rrf,irB'
i ffiirdr<ft va * sqq { .6ttr6l $lrt{r' Em e<< *g ft tr cR 'dfuqr 5rg-3{c" lra REcn ffift ainttrgto tg c-d{ r0 fiql rBLl d qsllE

ffi wq lk srqrt risl qr ffi r< q-qrur t srTq' ti lir uFr*n nrfr< rvar tr fn lf { ee rU wn I fr qstnq trfrq q< axr t'ftnrrd iS ffi
ik qr*rt dsr qr ffi erq slq{ i rfr tqlr+fir

z. 
.$ifir6r srfr*w, d d q{ sn{{r t{f, frftrq yqftr +1 tr rifr c( rsirB E{r { d {f,n cl i6A 'ri aq-mnBql sI Y{c tt q{ f,stlFl

* {-s cr F{c t qk '61fr'fi ErrCrn" Em ffi v+n cr ci{ rrq rfr tr rsm rFdE il t'fl * ralq $ct * qn cri d sd E4'{t !fl qc llgila

d ri'n qt'4ifir6r' 61 ri{ gn n ffi re qrqd { qfr dfft

2s-11-2023

:!

oate of Surgery

*i{n sl itt€


