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ljl".#ii"l"*" * qh i q*d^l,t 6i "4iftr6r srs€rr,, * fqftq qnr<r tg fsqtu d cra l' Fd f,q (rmr€) frq vqn I qrq s s{R 6{i tr

I)q[ffi?n]q.dqtqekrdqiqq{frrdqEITdIffilkgrqrt{(qr{qtffia-{gh*3.fit,frAlqd{ilqrdrit,trir*[qi"lift$Isr6-*l|?,
t ficwftfl/ffi rn d qq.I { "6itrn sr;i lnr q< tg to tr qR "qiFI6I slsiln' d{ qfiq-dl ft-{fr qffrq'(6q t( c-$ ?ff ftqI qrdl t {i qsdrs

ffi w< lh smrt r{rqr * ro o** i ".* ti t on*o gn* t"" tr rc f€ {q.zquqr tft qmrs frftq q< t*r t't/qrqd *{ frs

t( $c*rt der qI ffi s< {r*fi t Td d'Ilrdfil

2. 
.6iRr6r srd-*rr'i d d aErrdl d'ca fsfdq r{ft +1lr r|'i vr rmm fl { d san qr f6,i Ta 3q-{!Tfrql61 3rTq tn qd tFdI€

* atq 6r fdcq t &ft "6lRr6l srs-fiq' atr ffi r+n er qti <srq rfi tr rsm rmrs { tfl * .arq $$ CR qd qTi d srt ffi r}fr qc u+"r a

d d'fr i{t{ "riRl6l" o1 qii qFrn cI f{ffi {q qrrd i cfr i!frr

LEFT THUMB IMPRESSIONAPPLICANT'S

3{+s6 d

AGREEi'ENT by HosPlrAL (Esdlfi Em 6{R)

nECOl,tUeHOeO rOn nCCEPTENCE

ff + fflq {<fn
a/lr.

OmaatMan{ar

(A

Ldkshmlpathi t'l

(N

unit ol
f, 16/M,

Signatory

Art,
MBBS,MS,FPRS,FICO

Conffi ffianD,: EhScto&Rdndt i ve' sklffinqlo 66n l4B I

1 DorennavarDr.Date oI Surgery

3ict{H q1 ilfra

'YI'tx
tOR INTERNAL USE ol KoSHIKA FoUNoATIoN qrdft6 i!'ft k

SIGNATURE of TRUSTEE 2

qS rsm z
SIGNATIIRE of TRUSTEE 1

er$ rgtfl t

30-'t1-2024

1


