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21 | solemnly confirm that assistance, If received from Koshila Foundation, will be used only for the "purpose’, &s stated in this Form, for which such agsistance
was raquested by me.

3} | haraby conliem thiat | have not & will notin fulue, syvad of reimbursement, in part or In lull, froim any other sowesiemployerinsurance company. of the amaqunt
fet whech Uhis ssalstancs Is reaoested

”ﬂﬁwmqﬁ:nmﬂfzunﬂnn‘.m&ﬂmtmﬁmnﬂﬂﬁhqﬁaﬂthﬂ,immwmta‘TﬂﬁwﬁmﬁHMhl

1) # g = e ofn ‘sl s e w A @ s AT T v R g % e fem wdw, o R o F wmomn #

3) e wim { fr e e o o w0 # o W S W gee fren fedt s an el e w3 fem @ i 3 0 wfee J dm
AGREEMENT by APPLICANT ( saiaw @0 %)
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