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EXECUTIVE SUMMARY
Background: The Health of Urban Poor (HUP) project envisages the development of a
responsive, functional and sustainable urban health system that provides need-based,
affordable and accessible quality healthcare and improved sanitation and hygiene for the
urban poor. Urban Health Nutrition Day (UHND) serve as a common platform to deliver
maternal, child health care and nutrition services to the urban poor population with the help
of the Auxiliary Nurse Midwife (ANM), the Anganwadi Worker (AWW) and HUP
frontline workers and Mahila Arogya Samiti (MAS) members. MAS is expected to take
collective action on issues related to Health, Nutrition, Water, Sanitation and social
determinants at the slum level. Present study made an attempt to understand the role of

MAS in delivering maternal, child health care and nutrition services in HUP slums.

Methodology: The study was a post intervention situation analysis. It was conducted in

urban slums of Jaipur. Study is conducted in two groups of slums, that is;

1. Slums where HUP project is running and mahila arogya samiti is working.

2. Slums where HUP project is not running and mahila arogya samiti is not working

In all 96 women of age group 15-49 years in 3 HUP and Non-HUP slums. Equal number of
respondents (48) was covered from both the group of slums. ASHA, ANM, MAS members
(a total of 12) were interviewed under the present study.

Results and conclusion: Awareness level of residents about UHND in both HUP and Non
HUP slums was 100 percent. In HUP slum 100 percent benefecieries received information
about UHND from MAS worker and out of them 32 percent were also informed by ASHA.
Awareness among beneficiaries” in HUP sums about family planning methods are much

better then beneficiaries™ of Non HUP slums. About pregnancy care in HUP slums 82.7
vi



percent women took ANC services from anganwadi centre whereas in Non HUP slums

only 62 percent women availed services of ANC.

In both the group of slums awareness about UHND session was there but beneficiary who
attend UHND session was high in HUP slums where MAS was working. There is a visible

role of MAS in conduct of UHND and delivery of services regarding MNCHN.

vii



1.1. INTRODUCTION

Slum are characterized by poverty, dilapidated housing, overcrowding, concentration of
lower class, racial segregation, crime, health problems, broken houses, alienation and an
unhygienic environment. Different terms have been used for slums in different cities and
countries.

It has been observed that the health indicators such as; (MMR, IMR, TFR, etc.) of the urban
slums are far worse than the urban average. The provision of quality primary health
services in urban areas has emerged as a priority in view of increasing urbanization and the
growth of slums and low-income populations. Urban health is one of the identified thrust
areas for RCH Program. Special attention for improving health and family welfare services

in urban areas, particularly in slums needs to given

Family members of the slum dwellers suffer from the various types of diseases. Maximum
numbers of them suffer from vector borne disease .Other important diseases were fever,
pneumonia and gastric ailments. The duration of the disease varies from few days to one
year or more. The study revealed that more than 50% of the members were suffering for
more than a year, whereas 30% members were suffering for more than 6 months duration.
It is thus revealed that due to economic reasons the people do not go to the doctor for

immediate treatment.



1.1.1 Urban Health Nutrition Day

UHND serves as a common platform to deliver maternal, child health and nutrition services
to the urban poor population with the help of the Auxiliary Nurse Midwife. The Anganwadi
Worker and HUP frontline workers and Mahila ~ Arogya Samiti members help in the
delivering health care services at the doorstep of the un-served and underserved urban

population thereby leading to an improvement in the health status of the urban poor

1.1.2 Mahila Arogya Samiti
MAS in one of the key interventions under National Health Mission aimed at promoting
community participation in health at all levels, including planning, implementing and

monitoring of health programmers.

MAS is expected to take collective action on issues related to Health, Nutrition, Water,
Sanitation and social determinants at the slum level .It is envisaged as being central to
»local collective action®, which would gradually develop to the process of decentralized
health planning. People™s collective action is needed for the government to fulfill its
mandate of providing food, safe drinking water, employment, leisure and basic health
services to all people. But this is not possible without collective action. People need to
organize together in order to ensure ,,Health for All*. This is the right and duty of every
person living in this country. MAS is a vehicle for such collective action. MAS can work
along with the rest of the community to improve the health status of their slum/ coverage
area. We need to remember that in order to improve health we have to work on all social,

economic and cultural determinants of health.



1.2 Review of Literature

It has been observed that the health indicators of the urban slums are far worse than the urban
average. The provision of quality primary health services in urban areas has emerged as a
priority in view of increasing urbanization and the growth of slums and low-income
populations™

The poor in urban areas are vulnerable to health risks as a consequence of living in a
degraded environment, inaccessibility to health care, irregular employment, widespread

illiteracy and lack of negotiating capacity to demand better services!"!

Many of the health problems in urban slums stem from the lack of access to or demand for

basic amenities. Basic service provisions are either absent or inadequate in slums.'*

Understanding public health needs in urban areas requires a different conceptual
framework. Traditionally, it is understood that alleviation of poverty is the most important

precursor of improving general health'™

It has been observed that the health indicators (MMR, IMR, TFR, etc.) of the urban slums
are far worse than the urban average. The provision of quality primary health services in
urban areas has emerged as a priority in view of increasing urbanization and the growth of

slums and low-income population.!



1.3 Rationale

Utilization and reach of primary health services is poor among urban slum communities in
India even though there is physical proximity to advanced health care facilities. Primary
health care facilities have not grown in proportion to the explosive growth of urban
population especially the poor. Among the urban poor in India, only 24.8 per cent of
mothers receive complete antenatal care during pregnancy.74.3 per cent deliveries among
the urban poor women are home deliveries and about 42.9 per cent of children are not
completely immunized by 1 year of age. Under-nutrition is an important factor contributing
to poor health in urban slum communities More than half of India“surban poor children are
underweight and/or stunted Only 18 per cent of newborns in urban poor households in
India are breastfed within the recommended 1 hour after birth. Moreover, nearly 40 per cent
of children are not initiated complementary feeding on time. Above factors of poor access
to services, poor health behaviors and nutritional status among the urban poor result in

high infant and child mortality which are considerably higher among the urban poor.

Mabhila Arogya Samiti (MAS) as the name suggest are local women“s collective. They are
expected to take collective action on issues related to Health, Nutrition, Water Sanitation
and its social determinants at Slum/Ward level This is an initiative in HUP slums to

increase the knowledge and utilization of MNCHN services in slums .

It becomes important in the preview of above, whether people are having knowledge about
facilities being provided by govt. for their better health. So it will be helpful to reduce
disease burden among urban poor. In the above context it present study made an attempt to
know the current situation of HUP slums and understand the role of Mahila Arogya Samiti

on Urban health nutrition day,



1.4 Research Question

1. What is the Contribution of Mahila Arogya Samiti on Urban Health Nutrition Day.?

1.5 Objectives
1. To Assess the Contribution of Mahila Arogya Samiti on Urban Health Nutrition Day?

2. To assess the Knowledge of beneficiary about Urban Health Nutrition Day?

1.6 Research Methodology

1.6.1 Study Design
The present study was post intervention situation analysis

1.6.2Study duration
The duration of the present study was 2 months.

1.6.3 Study Area
The respective study was conducted in selected slums of Jaipur, Rajasthan.

1.6.4 Study Respondents
The present study covered women of age group 15-49 years to understand their knowledge

and practices. ASHA, ANM, MAS members were interviewed to understand the role of

MAS.

1.6.5 Sample Size:
Total 96 womens age group 15-49 years, 48 in each HUP and Non-HUp slums were

interviewed.

1.6.6 Sampling technique

In the district of Jaipur, 6 urban slums were selected randomly 3 slums where MAS
workers are working and 3 slums where MAS is not working. , and 16 women aged group

of 15-49 years is selected from each UHND session from both slums.



Fig. 1: Sample Selection Procedure
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1.6.7 Data collection Approach

The data for the present study was collected from primary and secondary sources.
Quantitative and qualitative both approaches were used to collect the information. The

detail of data collection approach is presented below;

Respondents Technique Tool Information to be collected
Women age group  Face to face Semi- Information about knowledge of
15-49 interview structured MCH services and source of
interview ) ) )
schedule information, perception about

MAS



Respondents Technique Tool Information to be collected
ANM, ASHS and  Face to Face Interview Service delivery and problems

MAS mterview Guideline faced in delivering the services,

Role of MAS in HUP slums

1.6.8 Data Management and Analysis

Data collected is cross checked for any incomplete or partial filling. The data edited, coded,
tabulated, organized according to requirement of study. The collected data is analyzed by
using SPSS software and the respective results will be shown in form of frequency and

percentage with the help of tables and graphs.
1.7 Ethical Considerations

e Informed consent from the respondent will be obtained before starting interview.
e Names of patients will be kept confidential and would not be taken during research
process and presentation.
e All the information gathered from the respondent will be kept confidential and will
be used only for research purpose.
e If anyone among the respondents refuses to became part of the data collection
process they will not be forced by any means.
e Prior information will be given before visiting to any health facility.
1.7 Analysis and Results
As in the study one of the objectives was to see the impact of Mahila Arogya Samiti on
UHND session. This section details out the knowledge and practices of beneficiaries and
contribution of MAS worker in terms of counseling the beneficiaries and arranging the

services for them.



1.7.1 Knowledge about UHND

Here it is showing that percentage of beneficiaries having knowledge about Urban

health nutrition day :

Tablel: Percentage of respondents having knowledge about UHND

INFORMATION(UHND) HUP slums (%) NON HUP (%)
Yes 100 100
N=48 N=48

It is found that all the respondents in both HUP as well as Non-HUP slums were aware of

UHND day (Table 1).

1.7.2 Source of information of UHND

In the above table it is showing that major source of information of beneficiary in two

different slums.

Table 2: Source of information of UHND

SOURCE HUP slums (%) HUP NON- (%)
ASHA 31.2 97.9
Mabhila Arogya Samiti 100 -
Health facility - 20.8
Relatives - 2.5
N 48 48

It is evident from the Table 2 that 100 percent respondent of HUP slum gets information
from Mahila Arogya Samity and 32 percent respondent are there who gets information
from ASHA whereas in Non HUP Slums 97.9 percent respondent gets information from
ASHA and 20.8 percent respondent gets information from any health facility and 2.5 %

respondent gets information from their relatives also. So in HUP slums where Mabhila
8




Arogya Samiti exists, major source of information is Mahila Arogya Samiti whereas in Non
HUP slum, where Mahila Arogya Samity does not exist the ASHA was the major major

source of information.

1.7.3 Awareness among beneficiaries regarding various health and
hygiene issues

The graph below shows that awareness about different health facilities provided by MAS

worker in HUP slums is higher , than in Non HUP slums by ASHA to the beneficiaries .

Fig 2: Awareness about health issues

® HUP SLUMS (%) YES B NON-HUP SLUMS (%) YES

100 100

10095 5

Immunization Family Nutrition WASH Health
planning checkup

In the figure above awareness of family planning among Non HUP and HUP slums have a
difference of 17 percent ,whereas awareness about immunization is 100 percent in both the
areas. In HUP slums a large difference is seen in WASH awareness i.e. 56 percent

difference in Non HUP slums.



1.7.4 Information among beneficiary regarding health checkup

The graph below shows that awareness regarding child healthcare is low among Non HUP

slums. The ANC, PNC awareness is almost equal in both the areas.

Fig 3: Awareness about health checkup

® HUP SLUMS (%) YES ~ ®NON-HUP SLUMS (%) YES

89 6 91.7 93.8

83.3

ANC PNC Child health Spacing method

The above figure (Fig 3) shows that greater proportion of respondents are aware about
health check up related to various MCH issues. The level of awareness on child health
related check up was around 20 percentage point less in Non-HUP slums as compared to

HUP slums.

10



1.7.5 Services availed by beneficiary related to pregnancy care

The table below (Table 3)shows that percentage of beneficiary aware and services availed

by HUP and Non HUP slums during pregnancy.

Table 3: Percentage of respondents_availed services related to pregnancy care

INFORMATION HUP slums (%) NON-HUP slums (%)
Registration of pregnancy 95.8 93.2

ANC 81.2 79.2

IFA tablet 93.8 60.4
Nutritious food 91.7 89.6

About birth preparation 87.5 72.9

N 48 48

The registration of pregnancy is higher in HUP slums (95.8 percent). Consumption of IFA

tablets is very low in Non HUP slums .Availing of ANC services is also low in Non HUP

slums. Consumption of nutritious food shows very little difference among both the areas.

11



1.7.6 Information regarding child immunization

Table 4 shows that Percentage of beneficiaries are aware about child immunization in HUP

and Non HUP slums.

Table 4: Percentage of respondents received information about child

immunization

Particular HUP Slums (%) NON-HUP slums (%)
Information received 87.5 81.2

N 48

The Data among both the areas does not show a large difference in both the areas (87.5 and

81.2 percent respectively ) .

1.7.7 Family planning services rendered at anganwadi

Figure 4 showst percentage of awareness and services provided to the beneficiary of HUP

and Non HUP slums about family planning and spacing methods.

Fig 4: Family planning services provided at anganwadi centre

B Condom M Mala-D ® Information about Other spacing and limiting method

93.8
87.3

81.2

YES ‘ YES

HUP SLUMS (%) NON-HUP SLUMS (%)

there is a large difference in Mala —D users in both the areas.

It is
from

figure

clear

the

that
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1.7.8 Information given about WASH services

The table below gives the information about safe drinking water .Sanitation and hygiene in

HUP slums and non HUP slums in Jaipur district.

Table 5: Information given about WASH services

INFORMATION HUP slum (%) NON-HUP slums (%)
Drinking water 95.8 70.8

Latrine facility 93.8 93.8

Hand wash 89.6 43.8

Safe Disposal of garbage 95.8 89.6

N 48 48

It is found that the facilities and awareness among HUP slums was higher in safe drinking
water whereas in latrine it was seen. Regarding hand wash there was a large difference i.e.
nearly 90 percent were aware in HUP slums whereas only 44 percent in Non HUP slums

and 96 percent had information about safe disposal of garbage in HUP slums.

1.7.9 Perception regarding UHND

Perception of beneficiaries” of HUP slum and Non HUP slums about UHND session

whether it is beneficial or not with reasons is given in Table 6. .

Table 6: Perception regarding UHND

REASON HUP (%) NON-HUP (%)
Convenient and saves time 85.4 41.7

Near to our home 81.2 97.9
Beneficial for health 854 68.9

N 48 48

Table 6 shows that in HUP slums the UHND was found to be convenient in HUP slums
(85.4 and 41.7 respectively ) whereas near to home was found to be the reason among Non

HUP slums (97.9 percent) .beneficial for health was higher (85.4 ) among HUP slums .
13



1.7.10 Records Data of last 3 months on MCH aspects

Table 7: Services provided in HUP and Non-HUP slums in last 3 months

Type of Complete ANC Any PNC PNC. Comp. Full Immunization
Slum (%) (%) (%) (%)
Non HUP

33% 37.3% 33.26% 32.6%
Slums
HUP slums 35.10% 42.6% 38.40% 41.3%

The records of last three months show a very little difference in Non HUP slums and HUP

slums. The records of ANC complete and beneficiaries took any PNC were 35.1 and 42.6

percent respectively in HUP slums and 33 and 37 percent respectively among Non HUP

slums. Full immunization status was 41 percent in HUP slums and 33 percent in Non HUP

slums. The proportion of children fully immunized was high in HUP slums as compared to

Non-HUP slums.

14




1.8 Findings of in-depth interviews among service providers in slums

Non HUP slums: ASHA and ANM

e ASHA tries to provide information to all the beneficiaries about MNCHN services
during UHND session.

e [t is not possible for ASHA working in Non HUP slum to call the beneficiaries for
immunization and other services for MNCHN whereas MAS can do it before each
UHND session. Hence beneficiaries from Non HUP slums forget to attend the
UHND sessions making it a big reason for high drop out cases.

e .Both ASHA and ANM said that there is a need of formation of such kind of group
from slum community like “Mahila Arogya Samity”.

e This will make it easy to spread awareness among beneficiary residing in slums and

this will reduce drop out cases.

HUP slums: ASHA, ANM and MAS

e Before formation of Mahila Arogya Samiti the condition was same as Non HUP
slums where MAS was not working.

e After formation of Mahila Arogya Samiti its has become easy to make them aware
about MNCH services.

e HUP residents are more aware about MNCH services and beneficiaries has

increased who are availing services during UHND session

15



1.9 Conclusion and Recommendation

It was found in the present study that :-

In both HUP and Non-HUP the slums, awareness about UHND session is there, but
beneficiary who attend UHND session in the slum where Mahila Arogya Samiti is not
working is less than that of the beneficiary who attend UHND in HUP slums.

There are some services which need more efforts, for example family planning and spacing
method after pregnancy.

Awareness about WASH is also less among population living in the Non HUP slum in
comparison to people living in HUP slums.

Drop out cases are also less in the population living in HUP slum because of Mabhila
Arogya Samiti. So it is easy for them to spread awareness and make them understand about
UHND session.

Recommendation

There should be Formation of MAS in Non HUP slums to reduce drop out cases. More
MAS workers should be deployed so that they can make people realize need for the
services. There is a Need to increase demand for services from the community side.
Monitoring of MAS Workers is necessary for better services. Regular and proper AEFI

should be done in order to reduce drop- out rates.

16
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IR H SAARRT Fgl & Felr ? AT IR AT & | T
e @
frdr aRf"a O a
ALy Fg T g
12. | Afgar 39T FfATT & FG&gi/ 3mm & ETRTRIOT 3
3 g v & Sy Bed &7 IRaR e g
9y HER g
Tgodl & favg & g
g
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13. | TaTg &1 Sig ¥ FeEiad g YR $T | ITHTGEAT & ERIeT 37
SABRT 39T & STl 87 TAREAT T SRR
9Ud & YATd AT | &
HI STeThRT
gTdl & O o q
FFafad STy
g<dl H AR 1@ ¥ g
gFafad SITeThrRr
14, | asfiaen & SRIeT fohel  aTal T giaem & | THTaey & AR 3
v & U FAHARRY & TS &2 IS 7
IHTTEAT & SRIT g
TIELY &7 ™
IFA ¢Solc & dad o g
grafad
Glel Il 8 FaTed g
gHg H TR b g
grafad
14. | <l EPEUT ¥ FFEAT TR SATThRT &l 1
3R 87 & 5
15. | aRar e & v slqag @ &= HIH 3
39T T ST § ? HTT-31 g
gTdl H AR W@ § g
TFTT Gl ST
16. | TIOdT ¥ AT hed a1dl FT JAETRRT | O & 9rer & O 37
& STl 8 AqTY F § FqEEAd
taTery & gFefaa g
SRR
gy O ¥ Fefaa g
SATARRT
%3l F3aTA H B ¥ | &
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17. | el TaEyy Ud OIVOT g 3m9es faw | & 1.
STHFRT g7 oT&t 2,

18 . | afg &7 \a&r ar Fa1 ?

19. | #Afger 3MT TfAT & 6T T g ASHA 3 | *20
HYH AR TOEYY UG Qwuifgay & | ANM g
gFafaa S & sar O Ao oY ? fpdY 3 3=Irarcy q

FRIGAT I
PIS FAARRT Aer A2 | g
20 FIT 39 AT AIRET GfATT \ 3mem g 1.
CaRT & IS Wl FIAIN T Arelet Il § | gy 2,
?
21,. | 3fe =g ar F4ar ?
> 22

22 . | 39 3gerE H Afger IR FATT & UEel @ I FUR & 3
IS & U 39 &9 & ol & TG | g ¢ g
F force Fer 3 §7 STET AR el AT g |

S TR 76T § Y
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Mot R A &

QUESTIONNAIRE

AT H 5. 3. T, THINR & AT §| A a1 7« AR g g3 # 3
frem & g e &g &1 AT A Ul Taryy vg dwur ffaw 7 Afger 3w
ARATT FT A ST § FFAT STARRT Tha FX @7 g

5T T & a7 A 3UY g TOEYY U9 wur gy 39 A arel
gaur & a9 & 3TN $S SN ThT FIAT M| HEATA H AT ool Jifard
oTet 8]

Y TOATOT § 39 g H HET of Tohdl ¢ IR A ar 319 wefr off 319ar AT
dGel hdT g

g 39T favard fgera § o 3maehr ggarer 3R 5§ geaTdell H 39 ¢aRT &r 8
STARRT fRdr 1 off A& Sars STwalt | 39w Hell SITHABRT hdel M FA &
3T H off AUl | IfE 3% HA H HIS AT IAT AT g ar 3ma 378 ar

eI & oI T i g Fhd ¢ |

HEHd! I~

A FIW T IS AR a1 &1 915 § 3R 38 W A FeAN ¢ | J1 92 IOt
1 Al A 3R AN 3R IS 92T IBT af FAIToleish 3ea) fFem | # 38 weor
¥ IETTA H 9T o & T AR § |

gfadmef &1 A7 FEAd! 99 9T LAY oy arey &l ATH ...
EEATER(ANM) e BEATETR oo,
gEareR (ASHA) oo,
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FOR ANM4

s.no Question cate. code
1. FIT 39! AT 3REFT FfAfT & TN H IR § ? gr 1.
oTer 2.
2. 39 3eJ81d & HAfgell IRIT FIATT #7 7T T & 2 g 1.
oTer 2.
3. g / 1T ar &7 ?
4. IS FRIST H S 15-49 a¥ &1 oY AR § , 77 34T 3098 3 s=ar & | @ 1.
LY O §HEd 91 SR § 2 ;
5. gfe sTer o F4r ?
6 Iy STHRT gl & g oY S AfROT gl TaTew ud uivur fegw # 3ufeuad | & 1.
il & T 319 3eTeht H&AT @ Hl¥e ¢ ? &t >
7 el ar =4y ?
8 T MU 1T & o &1 & QH HHG T 1SeT Glol AMBT if foh 9T &1 & | & 1.
e & fegw uiafead 3% T&O¥Xg ¥ TFEd AR ¢ ?
et 2.
9. g/ I8 ar |7 ?
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FOR ASHA

FIAT 39T Afgelm 3R FfATT & IR 7 JIeRT § ? & »> 3
dAer |0

afg g ar Fr 2

39T 3% HRT & SR HIS FARAT 3T § 2 Gl 1
dAer |0

Ife g ar &1 ?

3R 3U%h 8T T 15-49 ¥ &7 AfgraAl o gl TaEey vd 9wor | &

feaa & Teeafa aily ST § ? der |0

gfe Agr ar  FROT?

AR STRY il & T 8 3R AT Agdl Taeeg U divoT feaw T giaurd
STET of T & ol ROT 4T § ?

FAT IR AT § B MU e A 0 wog (AR 3Ry g |1
GMATA) FT 6T g ART ST fF 3Uar &7 & He&dr & foaw
gfafcad 3% Taeg ¥ erad SIHAhRT ¢ ?

gfe g1/ g ar F4ar ?
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QUESTIONNAIRE

JHES & 3. IS, W.m.mﬁmimvamﬂﬁarwﬁ?%@mﬁmﬁ
e & et AT 7 Hr Al F ey Taryy vd giver Raw 7 AfRer 3T
AT FT A T § FFAT STARRT Tha FX 8T g

58 T & R A 3AeEdy Oy U OWuT Rgq H 39 fAee aren
gaur & a9 & 3TN $S SRR ThT FIAT M| HEATA H AT ool Jifard
oTet 8]

39 ST ¥ 39 JAeTTA H HAET of Thdl ¢ AR arg ar 31T st 8 391 A9
dGel hdT g

g 39! favard fGerra § o 3maehr ggarer 3R 5§ geaTdell H 39 ¢aRT &r 18
STARRT fRdr & off A& Jars STealt | 39 Hell STHABRT hdel T FA &
3T H off Ul | IfE 3% AT H HIS AT AT AT g ar 3ma 378 ar

eI & a1 T i g R ¢ |

AN IR & IS AR 9T & IS § 3R 50 W AN FeAN & | S AT ISt
1 Al e 3R AN 3R HIS 92T IBT af Fllwoleish 3ea) fFem | # 38 weor
¥ IETTA H AT o & T AR § |

gfaemel & a1 HEAAT IF W gEABR ool dlel &l ATH ...
EEAE(ANM) oo, EEAEN o,

g€ (ASHA) oo,

EEAEN (MAS) oo,

[T L IR 11-2 1
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ANM :-

FIT 39 AfglT 3IRT AT & 5T F GgAd

g ?

3|

gfe g7 / A8l ar Fhi?

ARG 3R FATT & 76T & g2ard Fufa
# Fo gRade gu § ?

Afeer IRBEY 9Afd & wewat § Qv

1. mawﬂ?

2. | 39 P & GRIA S5 THATAT AT § ?

%L”—‘I.

3. |Ife g ar #=am ?

4. | 39K 3790 oY A5 el TaTey U9 9w feaw
A& e arelr giyend g F @ ¥ o HRor
FaTE ?
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e & e -

1. | Far Afger 3R ATT & 76T @ TgAT & ? g
GH]

2. |afg g/ F8 ar F=i?

3. | 39 FF & ST IS gEREAT I § ?

4. | #Afgar 39T AT & o7 F geag Tufa

% IRade gu § ?

28




29



30



