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2" September 2024

Mrs. Neetha Kularatne
Colombo

Dear Madam,

QUOTATION FOR CONDUCTING GENETIC TESTING

As requested by Dr. Mahendra Perera Clinical Oncologist, we are pleased to offer you the 3
following services for Diagnostic purpose through Core Diagnostic Pvt. Ltd, India.. %’

Financial Offer

i Test ] Test Name Gost for the Toa]
Cord ; S it . , , Package (L’K‘RL
| AO1175 _|CA15:3 et U Re153,140 /-
| AO2904 77774{.-/:\4729 NS

¢ Terms & Conditions

o Diagnose results, reports will be given after 28 working days. |\
e Full payments should be transferred before the execution of the process.. -

Account Details.

Aegle Omics (Private) Limited M X
Bank - Commercial Bank - .
Branch- Narahenpita

Acc No- 1000756928

Swift Cord- CCEYLKLX

Thank you!

b

Amlla Herath
Manager Operations

1211 - Level 12, Parkland Building,
No. 33, Park Road, Colombo 00200, SriLanka '
Tel +9411743g213 | Mobile:+94 777 38 4502 | +94 77736 1457 | +94 77‘? 66 8698
E mail info@aegleomicscom ‘
\WWeb: https: aegleomicscom

P

i_
23
| -«
|



