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pasume sole & compiels responsibility of the trastmeant & it's ouicome & anfety of the patient, and Koshike Foundation will hove ni role of responsibisy
i the matter

vt sfown, wemed o) sl @ melddd o “wifme gresten s 0 fog weom iy feftn o) wet B Pl e (remee) e e @ e w wie e b

13 7% fr = & i sy 3 @ wim o i wooe Ted o womi See o fedl w wm @ o e § & ow @ oF §, o Aol e
# ol va & wan 4 “wfm wreve" g e i e bR s b oo s Pl afreeen i e few e | 8 s
feft = gh wen o S s wEne A s 4w efes g oo o e F e we o # e e ol o T ey e
& srel W w fell W wan & 9 il

1 “wifm v ¥ o wewn S fefm s w b ool w o oo G oo v w R T TveaET W T 00w e

2 ¥ = fevn # ol “wifem sty pm feeh owe W e ves of b el e d B 8 Ere goe ol el = 6 o) Rl dd o e
o aiht si et ot o oftem o Pasto® e oo F e

RECOMMENDED FOR ACCEPTENCE
il & firg degf -

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= v | = T 2

7’ B

20 -03 - 2025




