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1) I'herety confirm inat all details in this Fom are True 1o tha best of my knowladge. Any false statement will render my Appfication & angaing assistance, if any,
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2) | solmnly confirm that assistance, I racaived from Koshike Foundation, will be used only for the "purpess”, a5 stated In thie Form, Tor which such sssistance

was raquested by ma.

3) | haraby confiem (nat | have not & will nat in future, svail of mimblrsamsnl, in oart or in Jull, from any other sourcelemploverinsurance company, of the amount

for which this asalsiance is roguested.

1) ¥ wm o £ e o o @ o S O e o s we w e bl 91 R vd e smre v w6 wemer e = e

2) = gen o s At twifre v, W o o ow o aes T S v e o o Bt few amtm, = w owen o v o

3) % gfe w7 Tam e gy e wei w8, ool w e w v e G e el woE 8 9 @ B ot 1 6 e F dm
AGREEMENT by APPLICANT {sma% @ %1%
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