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nmwMMFszwammmduwwwzuw
based on the between Hospital, no influenced by Koshika Foundation. Hence, the Hospital
Mm“‘mﬂ mmdnwﬂ:nmtmaqummwnunmmam
in the matter.
ﬁﬂﬂitiﬁﬂd*wﬂw‘iﬁ“nﬁwﬂﬂtﬂnmh-iwuﬁdﬁ
1) w0 3wy ot 3 ) wfew F i wpe B A woel s @ el s wie @ s oot 1 @ w A o E & e Cilew v
A frwfonfvls ve & wan 7 “wifw St gu o i s b ok Csife vt ou v fedt alfroeen By R W few we § o s
ol e &y ol vew w s = T § weee 8w afeer v v oW e § we s § e s i v e e i el
& wat v w vl 5= a8 W dwd
2 “wifr w0 vl of e e Al sl ¥ S w v g 9 of e W R W T W T O o e
% v w few | ok “witow wste” oo feid e o ven ot it e F 00 @ e g ol st el i fesdol 00 W v

o vl ol “wifow” W Wi give W fesiol w oo F oo

RECOMMENDED For (Tick or Rejection as appiicable) ACCEPTANCE REJECTION
wegh ( w frm wR) ha | o |
Date of Surgery . SRS~
v & wtE Dr. Alok Agrawal (3!" ctor
I’J— m?\ysas,us, Ph.D(Eye )FMRF FENEC | Eve Foundalion 8 Research Cesire
09.08. oK Bog. No.o47es - {Name, Designation & Stamp of Authorised
| a5 L W 00l i) on behail of Hosplal)
TR EWIER TRl W AR AR S

FOR INTERNAL USE of KOSHIKA FOUNDATION  ifts 3w ¥

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2




