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1) | hesely confirm thiat &)l detalis in this Form are True t the bast of my knowledge. Any false slatement will rander my Application & ongoing assistance, if any,
fighle for rejectionfeancelation.

2} | salemndy confirm that assislances, If recaived fram Keshika Foundation, will be used anly for ibe "purpass”, a8 stated In this Form, for which such asslstanca

was requasied by ma,

3) I hereby condirm thal | have nat & will rot in future, avail of reimbursement, in pan o in full; from any other sourcelemployerfinsurancs company, of the amount

for which this assistance i8 requested.

1) §dwr s € R owowen o Kl ow o feen 5 Sl w sEm e vl ) B ouf e e v sae s gw s @ A e e wt = wea b

2y W g s afa sl wEa, 8 ot e Twin-wE e W g o fd S i, =t ome e § woom d

1) # itz wom o By Pao werem iy o i w1  #, o of w s o S o el s snfrdeeede el # 5 9 o & st T o e W om

AGREEMENT by APPLICANT (smew gm wm)
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