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Dear Sir,

QUOTATION FOR CONDUCTING GENETIC TESTING. |

As requested by Dr. Mahendra Perera Clinical Oncologist, we are pleased to cffer you the
following services for Diagnostic purpose through Core Diagnostic Pvt. Lid =7lnd|a _ ;

Financial Offer

Test | Test Name i Gost for the Toal |
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o Terms & Conditions

o Diagnose results, reports will be given after 28 working days. 7, o
e Full payments should be transferred before the execution of the process fa TN

Account Details.

Aegle Omics (Private) Limited
Bank - Commercial Bank
Branch- Narahenpita

Acc No- 1000756928

Swift Cord- CCEYLKLX

Thanking you!

), |

Amila Herath
Manager Operations

1211 - Level 12, Parkland Building. A
No. 33, Park Road, Colombo 00200, SriLanka I
Tel: +94117439213 | Mobile:+ 94 777 38 4592 | +94777 36 1457 | +94.777 66 8698
E mall info@aegleomics.com i
Web: hitps: aegleomics.com



