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DECLARATION by APPLICANT. Stiow mm sirwe wu:

1) | hevehy confirm that & detais in this Form are True to the best of my knowledge. Any fatse statermont will randar my Application & ongolng assstancs, I any,
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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agroe & authorise Koshika Foundation and it's Trustees 1o
Use/publishiput-upireproduce my name, addiess, phato & details of the "purpose”, for which such sssigtance is requestedigranted, through any
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By affiuing hereunger, signature of our Authonsed Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
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