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in the matter.

rq't!qfu$,t6ltJ{qfr*{tqrrd/t,td"4]Rt6Isrf,*lr,t|ifdc([r(irt{ng$lft{a1qrfll,ftrdf,q(f,gdrg)f<emniqrqqEtt6R6{itr
,,*6;;fr!-drnqtrflqfrqifrffi{rrlrdlffirRT(6It{rq]IqIffiq-qr*tir*r},tnrqd{diqrdrtt,*tfrqi.6iaffiFr'j{r'
i fgflftyvffid rn d {!sq ;t "anmr qrs*ln" m r< tE fq tr qft'+tRrcr rrrCrn" m saca fntr i[frrqiffde t( Td{ rd Eql q t qmrs

ffi $j{ th s{qrt {gl * to* * **J..* + * rn** gm.r"tr vqlE{He6aqr t fr qmrs Eiftq q< 3< n!fr/fid tE f6q1

lk €1610 tsl qt ffi lrq mlr I cfi Afi'dfrt

2.,qiRm srJ;dw" t d d {dI[dl d's.d isFdq r{fr +1tl ri'fr c{ rs d m { rrt rtnt q f6.t Ti ar-<IWB,o w 1'{c tfr qi f,ffit{

d cts 6r idcc t !ct( "6ifrr6t .nrrenq' m tr* rqn cr qii <ffi rd tr $Hf,sH{tn+rdq$enftqiqidfltfrcdtrlqqf,qfl
ft1 d,t otR '6tftr6l" d cii g[T+r qr fqC<ro rq qrrd { rd ttfrt

30-'11-2024

me
full,future,3)

Fdi

tqlre{n"2)

6Gr3)

!f,raG * (Rnfl ql

6.fl)

Ar?.L
DorennavarDr


