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2) | solemnty cordirm that assistance, If recaived from Koshika Foundation, will bo used only for the “purpose”, as stated In this Form, for which such assistance
was reguestied by me

3) | Hereby canfirm that | have nat & will not m e, ava of reimburssment, in gart or n W, from any other scurcalamployarinsurance company, of the ampunt
foor whilch this assistanoe |8 reguesied

1) & v wom £ w8 A o adt e 36wl @ e e o b it o P od s s o o e e o owm sl
2) At Ew W wEEE o e e, ® oW w d, aw n w wde w it f Bt i owbm, @ mowen 90w

v) # yfie wom € i fam o g e sk = ond 4, oofn e s s fioen el o e e e 0 5w e ook 3 ufee d A

AGREEMENT by APPLICANT {snies gm %71)
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