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o sl e S oam A SR S e st R fafe e 1 fedn 55 ol §, Bl e (o) B e @ e o v s R

1) =8 T 3 W i ol 3 A afen § fafre s fasl sl s el s v S T i o 90w A F £, 99 e e it st
# fafm A % & v F s enEn g e gy i boof s sehm” oo awe fel st fy wow fem am # o s
ﬁm’lmﬁt'mafrﬂmwﬁm‘rmmﬁﬂmﬁmmmmhwﬂtimmmiﬂtmﬁummﬁmmm
e vem w e e e W T A
:.'smhmmm'uﬁﬁ#mmﬂmmﬂhm“rmqwﬂ'ﬂmmﬁfﬁm“mwﬁm

® o T § sl e weeT o e v W oa oo S b i reme 3 O # e o sl Wi wd w) w Bredet R w v
1wt S “wifeeT w1 w0 o W fedaf oA F 6 O

— - :
D, Bk ORACCEPTENCE
f iy
Date of Surgery : B?? L_.':’I-ff*
= 3 L ey no. ;1{,_;5
qg{ﬂ (Name of Dr. & Reghi No. with Stamp)
WA ERic i MU
FOR INTERNAL USE of KOSHIKA FOUNDATION  sr=ifrs 7vam }'?,[
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

A TR |

7 BT

23.08.2022



