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By affixing hereunder, signature of our Authorised Signalory for recommending this case/patlant for financial assistance from Koshika Foundation, we
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Im the malter

gnit wfieg, vemdt w1 ol § AR ) Cwifes s @ ol s o fewle S sd 8, B oen (vemm) B e @ aee S wien s b

1) w8 6 7 odr s 3 6 wftes F fafirs wwen e el e @ fedlt s En W T F @ ow A o b A e v Cwifow s
7 fawfofieit 70 & way f “sife v oo o by b o Csifee seRve" oo e el sifeseen g T W few s § 9 s
fsdt = i el s w el s W @ wew o9 W sfeee g T b ow e J we wn o i s ol ue v Sl iy fesd
W wowr wte a fed s e @ 9 S

2 “witee R W OE W wmem s i o w8 oh w v s oo s ow ST ITeeie W T O e

= dm W fm & ol e s a el e W N T ) sl see 0 ah & e o sl s e w0 il e o o s
w1 o sh ‘et w1 s g @ Bl ve s o el

RECOMMENDED FOR ACCEFTENCE
wigdt & fo we

Date of Surgery
S |y Monika
26 Name IHIE

SIGNATURE of TRUSTEE 1
! TR |

7

./

20-06-2025




