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DECLARAION byAPPLICANI: qI4({, !M dqql V{:

1) I hereby conlirm that all delails in this Form are True to the besl of my knolvledge. Any Ialse statement will render my Application & ongolng ssslslanca, lt any,

liable for rcjectiory'cancellation.

2) I solemnly;nfirm that assistanc€, if received kom Koshika Foundation, willbe used only tor tho "purpose', as stated ln thls Fom, ror whld 8udl683l8i8nco

was requested by me.

liiriJrli,v il-"n-i,iCa I have not & will not in future, avail of reimbursem€nt, in part or in full, from any other source/€mployer/insurancs comp6ny, of tho

for whldr hls assistance i6 r€quosted.
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1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby

uie/publlsh/put-up/ieproduce my name, address, photo & details ofthe'purpose",

medium, inciuding but not timited to verbal, prinl, electronic, for soliciling donation

activities,lachievemenls. Such use of my photo & details can be made by Koshika

agree & authorise Koshika Foundalion and lt's Trustees to

for which such assistance is requested/granted, through any

s for Koshika Foundalion and/or disseminating information about it's

Foundation belore or after my treatment or fulfilmsnt ofths'purpo8o'

tor which assistance is being requested
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,iti ioi uutoaati.rrry anile me for rlceiving or conl'inuing tire said assistance. The declsion for grantng and/or clntinulng the ssslstanc€ will tBSt sololy

with the Trustees oiKoshika Fourdation, and their decision is this regard willbe flnaland acceplable to me
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