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2} | solemnly confirm that assistance, if recelved from Koshika Foundation, will be used only for the “purpose”, as stated In this Form, far which such sssistance
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3) 1 hreby confirm that | have not & will not in future, avad of reimbursement, in part or in full, from any other source/employarinsurance company, of the amount
lar which this assistance & roguosted

1) & v wre f S gm ey @ el wd fewen 9wl o sep e i ool W e o s e o w § o S e fm ot W e
1) %t g o woew ofn " eifee westee®, @ R w o B e el Rt o) o o Pl fiem i, ) e ey f W ome b
1) 4 fie wow { Fe Fam wwemm i w by @ i § 5 ofn W afew = wen foe fed s diafeieeaim e 3 o e 8 oode 3 s F

AGREEMENT by APPLICANT (waw g1 w17
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By affing hereundar, sgnature of our Authorsed Signatary for recommanding this case/pationt for financial assistance from Koshika Foundation, we
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in e mattar

et s, wemed ) s @ WA W *wife st W el s o i o) wd 4, i es (v fren me e  when w B

1) W 0 % o ok v o wfe o v e fe e wonh s w falt s i @ T divee & ow e v e s
# it T % waw § “wifre e g s R B h R e o e el sfrewes B e W e w8 e
fodt 3= T Wt vew w e 5P T @ w0 W sfeen i vew b e fe F e s o § i s fle wo e A iy el

b wrwel) wee = Tl sea e A ol )
1 “wiftew wrrtee” @ o of wowm S e e @t bR e e po @ ool w w el eTeusien W o oo T

% ¥ W fren ¢ o cwitre e g e e w9 T b i v 4 Sl % e g sl s ) esiol O o e
@ ¥ s s W ot e W P T

g‘{é\ﬁ' MBRY

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
Ay | e

v AT

20 - 03 - 2025



