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it s ¥ edge. Any ent will render my Application & angoing assistance, if any,

2} | solemnly confirm that essistance, If received from Koshika Foundation, will be used only for the “purpose”; as stated In this Form, for which such assistance
was requested by me,

a:llha_mhvypmﬁmmlpmnmawﬂl not in future, avall of relmbursement, Inpurlnrlniujl.MHnynmarmurmimplnwrnnamwmmmny. of the amount
for which this assistance is requested.

1) ¥ vy s e v otwn 3 Tl ml gt fer S wrel ® san we wd wd b oft S R v W soe wa oa & @ S0 s fe W W aed o
2) W gm S o off “sifre s, | ot W o ¥, Te e o w9y % R e a, W ow wen o woma h

3) ¥ ofe s i fom o B o i 9 T 8, W o W aRe W v T Tl s st soE oA o fo & s @ when d g
AGREEMENT by APPLICANT (smies g S70)
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