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3) ¥ hereby confirm that | have not & will not in fiure, avail of reimbursemant, in pat o in Wk, Eoam any olher sourcelamplayariinsutance company, of the amount
for which this pssistance i3 requested o
pismsm{Fonmifinmmd ety radmiwai g o @tiditaewfedaswsa b
Nt o dfm et ARt TR e i e e A m e o &

1) 8 g s { s o & @ o w1 w3, ™ ofn W el o oen o el e el Wl A x o v o 3 o ofew F

AGREEMENT by APPLICANT (3mdww 3/ w10
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