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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
HEATH F TR I W From

Korumolian

\Q2.20

AGREEMENT by HOSPITAL (TWAT 3 )

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient forfinancial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:

ﬁIMMm%ﬁtmmﬁaﬁm@ﬁl -

2 “ﬁﬁmmm"ﬁﬁnémmﬁmwﬁaﬁmwﬁwmmmﬁnémmiﬁnﬂmw#mwmﬁ*ﬁw’m
%ﬁamﬁw%sﬂw“ﬁﬁmm"mﬁaﬁmmﬁimaﬁ?lWmﬁﬁ%mwa&maﬁaﬁmﬁ@mﬁﬂvﬁwm
ﬁmm“m"ﬁmqﬁmmﬁmﬁmﬁmﬁﬁmﬁm

RECOMMENDED FOR ACCEPTENCE

® fo v

Date of Surgery o |
0%® R . e :
; 0} ? (Namm # ?ﬂy PH‘?&’?#S@W&\%EQWDAHM: ignatory

a % 7 (MIBBSDO). RUNT&%‘ E
RugrNerN ABTHE LMEMIG FounoaTion apiﬂ o [TABLE TRUST

SIGNATURE of TR 7
A T | ARG BRI 2

e

11-04-2024



