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1) I hereby confirm that all details in this Fonn are True to the best of my knowledge. Any false statement will render my Application & ongolng assletsllca, lr any,
liabls for rejectiory'cancellation.

2) I solomnly confm that assistance, if rec€ived lrom Koshika Foundation, will bs used only tor the 'purpose', as statod ln this Form. tor whl.f! 8u.fi asslst nco

was requested by me.

3)lhor;by conffrm lhat lhave not & willnot in future, availol reimbursement, in part or in full, from any oth8r sourcs/employ8r/insurancs co[D6ny, ot flg amount

lor whldr thls assistanc€ is requested.
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1)By smxing my signature or thumb impression on ttiis Form, t (Applicant) hereby agree & authorisa Koshika Foundation and its Trustees lo

usefi,uUfisfrl-put*pfrep,oduce my name, address, photo & details ofthe'purpose", for which such assistance ls requested/granted, through eny

medium, inciuoing uui not limited to verbat, print, electronic, for soliciting donations for Koshika Foundation and/or disseminatlng lnformatjon about ifs

sctivities,/achieve;enls. Such use of my photo & details can be made b, Koshika Foundation belore or after my treatmsnt or fulfilmsnt of lhs'purposo'

for which assistance is beiog reque€ted 
ofthe.pumose,, forwhich such assistancs ls requosted/gr8nt8d,

2) I (Applicant) lurther agree that any such use of my name, address, photo & delails ofthe'purpose', forwhich such assistancr

*itt noi 
"rto.itiotty "nitle 

me lorreceiving or continuing the sald assistance. The declsion for grantlng and/or continulng lhe asslstrncs wlll rsst sol8ly

with the Trustees ol Koshika Foundalion, and their decision Is thls regard will be final and acceptable to me.
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