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1) | hereby confirm that all detalls in'this Form are T to the best of my knowledge. Arry faize statement will rendar my Appllcation & ongeing assistance, i any,
liatia for rajection’cancalkation

2) | selentnly confirm thal asststance, If recelved from Koshika Fourdation, will be used only for the *purpase”. as stated in this Form, for which such asslstanca
was reguested by me.

3) I'hereby confirm that | hava not & will not in fulure, avail of eimbursament, in part e in lull, from any other saurcelemployerfinsurance company, of the amosnt
for which inis assisiance is requested.

1) w5 e S fot o a fe Sl S € agen oR T o ol s fee o s s o s € 0 0 v Prew m oasa b

20 W2 g A e iy wifr v, @ 5 W, Tom ande st S g S ) G vy, o e e v

3) # itz o o P Fora s 8y v b st o 8, 98 O W s @ aem e e e dndhmwdin st w7 o frw § ol T 6 wins o o
AGREEMENT by APPLICANT (siitwe & w1)
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