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By affiung hereunder, sgnature of cur Authonized Signatery for recommending this case/pateent for financial assistance from Koshika Foundstion, we
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in the malier

vail siwgn, vl %) AR # SR ® CwvR TR A i e i i 3w b B o () e veR B W T Wi EE

1) = TE TR wee s @ wfew e wee fied o wonl G w it see s 4 Tw dlome € W wm @ @ f e oo Cwfee s
 frwdoyfvd mw o wey o e srretee” g wer Wy f e e st g e fesn safoceem g o ot few s @ 8 s
ot oen Tl wem W fatt a e | wow AR oW afvse e e o e F ore e e # e s el e v bt iy fest
i wE Wem R S me A S

2 “wifte worber” & ol of s v fafeg st o ) 0 o e g o) of wew o et v Tveeie e g O o v

& dra w e § ot “sifre et g Sl van = o oo o b i g d 08 # e g s st e @ Wl Teiod R o e
R W s S e W fad o F e

OR ACCEPTENCE
w fom, st (il
Date of AV
mm fiFﬁéH YAD
Y\ \ 25" b
FOR INTERNAL USE of KOSHIKA FOUNDATION  Sits 3mim #7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T | S g 2

7 BAL

18-08-2024



