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wirs requessted by me

Ap 1 heratry confirm thal | have not & will noft in fulere. aval of mmbursement, in pan or in full, from @y ofer source'smployerinurance campany, of the amount
fior whikch this sssistanoe & reguesied

1y & wp w5 o wey, el ol e SR weet € s s v ol b oft s S o e s e e & 80 e e ot wm aeht
2) &t g o s ofe *wifies s, @ o m ol B, e el sl b o) G et S, o v ueen § o
1) & ofee wom f T Fam wyres &7 o ke 9 of &, 9w ofn W afow W e T el o st fsiawdn s o 3 few b b 9 @ wiew d oy

AGREEMENT by APPLICANT ( srers 7 =77)

1) By affiring my signature or thismb Imprassion on this Form, | (Applicant) hereby agree & suthoriss Koshiks Foundation and it's Trustess 1o
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By affwing heraunder, ssgnatune of our Authonsed Signatory for recommanding this case/patent for finoncial nesstance from Koshios Foundation, woe
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