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1) | herelry confifm that al details in this Form are True 1o the best of my knowledge. Ary faise statoment will render my Application & ongoing assistance, if any,
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2] Fsolemmnly confim that asssstance, I recedved from Koshiks Foundation, will be used only for the ‘purpose”, a5 stated in this Foerm, for which such assistance

Wit reguagied By ma

3) 1 harshy confirm that | sava nat & will not in future. aved of rermbursemsent, m pan orn ful, from any oiher sourceemployarinsurance company, of the amount|

for which this ssslstance s mguested

1) & wvm o § & o e w oo B & el ¥ s oww o wh & ol s e o e svn wn o ma Ol wrm e s m v b

2) & g o sy vl “wifre st @ il w e R A s R G am I wmesmd wm

3) 8 e won f 1 fow e iy o owdn & o b o ofn @ e w wem fem fed e o frdaedte weeh @ 9 T § obe q o ofes o o
AGREEMENT by APPLICANT | amvews g %)

1) By afiaing my signatura or thumb impraasion on this Form, | {Applicant) heraby agres & authoriss Keshika Foundation and s Trustees to
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By affiung hemeunder, signature of our Authonsed Signatory for recommending ihis casafpatient lor financial assistance from Koshika Foundafion, we
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