TR

by -q-ﬁf,
yoTeelt, §a§ — ¥ooo3¢.
TN WOMSATAS B GRS HHE :
Case File No
a9
Name
9q9 . :
Age -
W :
Address
NI &EY
Name Of iliness/ Disease/ Disorder
AU SSST ITER
Suggested Treatment
S yrEfRder e -
Tentative Date Of Surgery .
eI B &Y

Estimated expenditure of surgery

If financial assistance taken from RGJAY. PI. state the Amt.

FTATET fRTE
Hospital Stamp

9 Sigegdt @l 9 e

Sign & stamp of treating doctor

Date

mmawwﬁma@,'m,



