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1) v v W o w w W W e e,  (avlew) avd ardlt ¥ R v { o Csiee sette ot s it W el e (s S o,
wr_ St abe @ feren v v A wiwn b TR ST o O TR TH TROTY 9 A e ser el ® Get fae g e

f iy i ¥ ey st b 9 gm W e @ ¥ Wi 9 w4 s € B Ceifee wale v el sl

2) & () o @ we { e ot wn, e, Wi ol feww W e o © axtedd @ witle € i v weee W veor W v e §

“wifew” v Tod el w Py off o ) v

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION :
whw % vow w @ W B

AGREEMENT by HOSPITAL (veew g1 W3R)

By afftung hereunder, of our Authorised Signatory for recommanding this casa/patient for financial assistance from Koshika Foundation, we

(Hospital) hersby affirm & accept following:
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