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for Ophthalmic Sciences,
All India Institute of Medical
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Tel : 26588500
26588700 }3063

NATIONAL EYE BANK 265934,
(Authority by Donor for removal of eyes)

| e A s son/daughter/wife of

1919 from MTNL & BSHL Land line
From 1 (Rule 3) @ 26589461 {niract)

.......................... hereby express
my free and frank consent for the removal of my eyes after my death
from my body, by a registered medical practitioner (Ophthalmic) of a
recognised Eye Bank/Hospital for their use as medically suitable. | have
been explained and | understand all the aspects of such a donation.

Plalainasanuinmiid e Signature.........cccceeeeverecnrennns
1. Witness (Next of Kin) : B/ et S
Signature ..........cccc..... v Time .vcvnn  AMIPM ...
Name ..... 2. Witness : Signature
Relationship Name ......coceeveinnmrennennenans
Address ........c..ce..
Telephone No. if any Telephone No if any ..........
Mobile INOw. i Mobile No. .......ccoccvnvrenncne
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