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2. îð²Ø²¸ðàÔÆ ²ÜàôÜ Î²Ø êî²òàÔÆ ¶àðÌÆ Ð²Ø²ð

 
3.  ²ÜàôÜ ²ÜàôÜ Ð²Úð²ÜàôÜ ²¼¶²ÜàôÜ ì²ðâ²Þðæ²Ü 
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8.  Ðºè²Êàê²Ð²Ø²ð 

 

  îàôÜ    

9. Üàð Ðºè²Êàê²Ð²Ø²ð 
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