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11| bersby confirm that #!l detais in s Form ars Trus to the best of my knowledge. Any faisk statamant will reider my Application & ongaing assistance, i any,
fiatie for mpecbon/cancellalion.

2) I stemnly confirm that assisfance. if received from Koshika Foundation, will be uted anly for the “purpose”, 8 stated in thes Farm, Tor which euch assistance
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