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2) 1 soiemnly confirm that assisiance, i recsived from Koshika Foundation, will be used only for the “purpose”, as stated in fnis Form, for which such sssistance

was requestad by ma.

30| herety sonfirm that | have not & will nat in futurs, avall of reimbarsement, in par or in full, frém amy giher sowrcefemployeningurance company, of tha amount

lor which thig assisisnics is regiestod.

|y A e wom f B gn we R W e Gt st o ssp ow Wi & o e B o s e e e € o 4@ wemen Foe 9w s @)

23 ¥ g @ e vfn CEiR e, @ 2w ot 4, wow wwin wh Tihe 9 g F fed e =, @ wowen d oo b

1) # ot w2 T Fom w75 v vk o &, v ofn w s w e fren Bl oen st ek B 3 o fen @ o 3 @ ot A o

AGREEMENT by APPLICANT ( sries 370 %77)
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