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1) 1 horedy confirm that sl details in this Form am True 1 the best of my knowledge. Ay false statement wil render my Appliication & ongoing assistance, f any,
latse for

2) 1 solemnnly confirm that sssistance, # recevod from Koshica Foundation, will e used onty for the “purpose”, as saed in v Fom, for which such assistance

Wi roquested by me.

3) 1 haceby confer that | have not & wit not in futere. aval of raimbursement, in pirt o in full, from any other source/empioyerfinsurance company. of the amount
for whach this assistance is requestod.
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1) Uy affing my sigrature or thumd npeession on this Form, | (Appicant) haredy agree & suthcase Koshing Foundation and s Trustees 1o

uso publishiput-upiteproduce my name, addeoss, photo & cetalls of the "purpose”. for which such assistance is requested/granted, theough any

meaum, inciuding but not limited 1o verdal, print, electronic, for soliciting donations for Koshica Foundation anclor dissominating information about if's
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with the Trustoes of oshika Foundation, and !elr docision I3 this regard will be final and acceptable to me
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