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b e adter

vt s, wemet W1 sbc @ e W Ceien aTretee " o falies wemen o et ot §, fel s (o) iy s @ e vl

|} o fie 5 @ giws e S A ufes o ff were St A woerlt oo e s i @ e Ol o of o oW oF &, oot Swife e
4 fewiyfds sw @ s 3 e wetes” po wee i e oot Cstfee weEtR” T e el aleeee B S T few ow b W s
foslt sem Ay wowrl) sie w el s oot @ wree o w s g e & w gfe F e e e b e e s s Aty e

#r wwlt wem ) fadll w= e o Al
L “wifmn wrstve” @ @ of sven dwn fdlm ol @ 4 0 v ooven o 9 W o o R W o W oEE T e

& arw w fiow & ol “wifre st B0 wer W il e ol v 8 # e e ol owe w wh Peaod o o we
w atdt she “wifee Wl wif wfiom m fncoi :ﬂlﬂl

RECOMMENDED FOR ACCEPTENCE
Fw + fom whaght
Date of Surgery . W i
s 1 = 4BBS .5 Oy
V6 )u.s af Btch Regr MG, with Stamp)
2w T v w e

FOR INTERNAL USE of KOSHIKA FOUNDATION  sirsffs vam ¥

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=t Y | W T )

/ AT

30-11-2024



