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in ing meaiier
wnt s, wEn W s W el wb wifeen st o Fof were o faefon o o # B v () e owwn @ we w sl w
i) m e 7 2 wdee st o= o ofee o il mm fedt & el Bene w Tl o wE G e Tl  Roa ok 30 S v Aot et
o fewiufed ze & wam d “wifw wTem” o e oy T o s eyt g v e sifewees B v o fem e § o e

fast s A wred W w el e T § weew o afieen goiee Tew & W g f wee e we § S snmee i wve Te Gl iy e
i wrmd W m el wn R § B A

2 “wifew vt ¥ vl e v fafe i W b o w e g @ oo w9 e svensies W o oo v

® drn w fiee | ok Cwir st o feah wen e w T et b opefe v 4 0h # e e b st wd o ol farlel 08 o e
W ad o s W W o w facbol wowed § el

RECOMMENDED FOR ACCEPTENCE Onepak Tripathl .

Dr. Juhbi Pﬂhrﬂj‘“ w o s o dminist -
kg, o MBB.IMSHE '
sty wite . f
. UPM. 79
. of Dr. & Regn. No. with Stamp)
FOR INTERNAL USE of KOSHIKA FOUNDATION _ 1t 774 77
e T SIGNATURE of TRUSTEE 2
1

7 Bl

30-11-2024



