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DECLARATION byAPPLICANT: sII+<{, im dsqr vr:
'l) I hereby confirm that ail details in this Form are True to the best ol my knowledge. Any false statement will render myApplicauon & ongoing Esslstancs. tt any,

liabie for r€jection/cancellalion,

2)l solemnlyconlirm that assistance, if received from Koshika Foundauon, willbe usod only for th€ 'purposo', as stated ln this Fom, fo. whldr sudr assistance

was requested by me,

iiin"riOi*nn- tn"t I have not & will not in future. avail of reimbursement, in part or in full, from any oth€r sourca/employer/insuranco compsny, of the a

toa whici this assistance is requested.
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AGREEMENT by APPLICANT (s{+6 !R qm)

lor which asslslance is being requesled.

2rl (Appticant) lurther agree-tnaiany such use of my name, address, photo & delails olthe'purpose', for',!hich such assistance ls requestedlgranted,

witt noi automiticatty enti e me for leceiving or continuing tie satd asalslance. The decislon lor grantlng and/or contlnuing the asslstancc will rest soloty

with the Trustees of Koshika Foundstion, and thelr decision ls this regard will be final and acceptable to me.
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(Applicant) hereby agree & authorise Koshika Foundation and ifs Trustees to

ls of the 'purpose', for which such assistance is requested/granted, through any

soliciling donations for Koshika Foundation and/or disseminating information aboul it's

made b, Koshika Foundation before or after my treatment or fulfilment of ths'purpos€'

1) By affixing my signature or thumb impression on this Form, I

use/publish/put-upkeproduce my name, address, pholo & detai

medium, including but not limited to verbal, print, electronic, for

activities/achievements. Such use of my photo & delails can be
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