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2) | sokeranly confen tat assistance, ¥ received from Kosika Foundation, wi be sed only for 0 ‘Purpose”, #s stated in this Form, for which such sssistanc.
wis requesied by me. \
for which this essistance Is requested.
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1) By affidng my signatiure or fumb impression on this Form, | (Applicast) hersby agree & authoriss Koshika Foundation and Ifs Trusiees 1o
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