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1} heteby confirm that all details in this Form are True to the best of my knowledge. Any false statement will tendar my Application & ongoing assistance, If any,
limble for rejecton/cancaltation,

2} bsnlamnly confirm that sssistance, i received from Kashiks Foundation, will be usied enly for the “purpase*, @3 stated in this Form, forwhich such assistance
wis renuesied by me

3)  hereby confirmt that | have not & will nol in future, avail of reimbursement, in part or In full, from any olber suurcefemployerinsurancs company, of the amount
for which this assistance 1o reguested,

1) & v s € e ow wew o T e e Wl wmed o s we o w0 o S R o e st o e 8 S ween Fres 6t el &
2) T g = mew viE st s, 8 oW w l f, e s adl e Wt il O fel T amdn, o g e A woown g
1) 4 g ww e o e % W% e =1 ow &, T v oW s w e frem Bl s S werd @ 5 o B & s @ vl A

AGREEMENT by APPLICANT { \maw §m i)
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