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DECLARATION by APPLICANT: Wrfse T/ wimes 7a:

1) | harotry confien that nll delals in this Form are True o the best of my knowledge. Any false simtement will render my Application & ongoing assistance, if any,
lisble for rejectioncanceliation

2) 1 solermnly condirm tat sssistance. If recenved from Koshiue Foundation, will be used only for the "purpose”, as stuled in this Form, for which such assistance
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1) By affuong my signature or thumb impresaion on this Form, | [Applicant) hereby agree & authorise Koshika Foundation snd if's Trutloes in
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