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1) | heraby condirm that 8l details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongaing assistance, If any,
limble for rejection/cancellation

2} | solamnly confirm that assistance, If received from Koshika Foundation, will be used only for the “purpose”, as staled in this Form, for which such assistance:
was requestad by me.

3 | hereby confirm that | have not & will not in future, availl of reimbursemant. in part or in full, from any other source/employerfinsurance company, of the amaunt
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1) By affixing my signalure or {humby impression on thie Form, | (&pplicant) hereby agres & authoriss Koshika Foundation and 1's Truslaes 1o
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will not autematically entite me for receiving or continuing the said assistance. Tha dadision for granling and/or eontinuing the sssistanca will rest solely
with the Trustass of Keghika Foundation, and their decision s (his regard will e ingl and accepiabls ome.
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