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2) I solemnly ;nfrm that assistanc€, if received fiom Koshika Foundation, will be used only for the 'purpose'. as stated in this Fom, iqr which sudl a$btance

was requested by me.

ffitrereUy conRrm ttrat t have oot & will not in future, avail of reimbursement, in part or in full, lrom any other source/employer/insurance clmpany, ol lhe amount

,.GREEMENT by APPLICANT ( ER 6{r()
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