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1)1 rereby confirm that all details in this Form 2te True to e bes? of my knowledge. Any false staterment will render my Application & ongol
liatle for rejectionicanceltilion,

2 | solemnty confirm thet assistancs,; if received from Koshiks Founczton, will be wseg anly for the "purpose”. as statad in this Form, for which

Wi roGquesied by mo

3) | hersby confirm thal | have not & will not in foture. avall of resmbursemand, in pan of in ful, from any oiher source/employerinseance company, of

fo wekilchs this aaslstancs = rodgussted

1) & e wom f 7w we § frd o el e S5 wewn ® s w w w0 e o e e T o 2 S e e s W el

1) g W o T s e AR i T T R e mim e s iwm b

3) § e wrm  fe fim sweom v wdw o o £, 70 o @ affew @ S i el aen enfreieeds el 2 1 8 Ben # ol o ) ofie 9 o

AGREEMENT by APPLICANT (smers @n 1)
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