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1} hersby confiim (hat all detalls in this Form sre True 1o the best of my kngwiedge. Any Talsa statemant will render my Application & ongoing assistance, if any,
lizble [or rejaction/cancailalion. _
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was roquested by me i

3} W heraty confirm ihat | have not & will ol in future, avail of reimbursemant. In part of in 1ul, liam any olher sourceiempluyerfinsurance company, of the amount
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1) By affixing my signalure or thumb Impression on this Form, | (Applicant) hareby agree & authorise Kashika Foundation and II's Trustess (o
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1) thisl we nefther are presantly nor will in future avell of finandal assistance from another NGO or any olhar source, for the sama palishtcase, as we are
requesting 1o gt from Koshika Foundabion, o the extent thal such assistance is granted by Koshika Foundation. If ihe requested assistance is not granted
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