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1} | hereby confirm thaf all defalls in this Form are True Lo the besl of my knowledas. Any false statement will render my Application & ongoing-assistance, if any,
liable for rejectinnicancellation.

2) | selemnly confirm that assistance, If recelved from Koshika Foundstion, will be used only for the “purpase”, as stated in this Farm, for which such assistance
was raguested by ma

3) | hereby confinm that | have not & will nat in flthurs, avasil of reimbursermant, in part or in full, fram any other sourcelemeloyerfinsurance compeny, of the amount
for which this assistance i5-requestod.
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1} By affiang my slanature or thumb impression on this Form, | (Applicant) horeby sgree & sehorise Koehika Eeundation and ii's Truslaes 1o
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medium, including but not imited 1o verbal, print, electronic, for solliting donaions for Koshiks Foundation and/or disseminating Information about It's
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with the Trusiees of Koshlka Foundalion, and thelr daclsion is this regard will be finat and aoceptable to me.
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