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21 1 solemindy confirm sl sssislance, I recsived Yom Kostika Foundation, wil be used only for the “purpose”, as stated in this Form, for which such ssssstance

was requeslad by me

3}1 heceby condiem thal | e not & will nol in fubure, svadl of reimbursement, §5 part o in full, fom any other source/empioyeefinsurance company, of the amoust
for which this assistance ls requested

1) ¥ vy won f e o w2 et oot wdt e 48 wred o sp e of 7 oR Wi s of s s wa w20 wmen fere W W noh 3
2) W 50 % woes ot it st A w R v et i P e Pt An win e d e b
3) ¥ e won { v B wree v i W of €, T o W sl w wer feem el e et wert @y o o € ol 2 @ ofem F o

AGREEMENT by APPLICANT (Jmwes g0 1)

1) By affing my signatiure of thumb impression on this Form, | (Applicant) hecoby agres & authorise Koshika Foundation and it's Trustees 10
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In the matter
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