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1)1 hereby conflem that afl Getails in this Form afe True 1o the best of my knowledge. Any false stitement will render my Application & ongoing assistance, if any,
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2) | sokemnly confem Mat nssistance, it reconed from Koshiks Foundalion, will bo uned pnly for tho “purpase”, ms stetd in this Form, for which such nssistance

WIS equasied by me - .
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1) A e w1 B P A Tl ) frere 0wt s w e b o wd e o e s e § o 38 e R ® w el )
1) #t g ® wwew ofe “wife e, @ W ow ol b, Tee ey ol wten o o 2 Pl fem mrde, oy wey F wn o §

1) 8 e wam § s fam wen iy o ondn W o &, ™ o oW sfime W e feom el s ginfriewds word @ 3 0 B # s T ofes F o
AGREEMENT by APPLICANT (wrres g ®1)
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