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1) | hereby cordirm fhat all detads in this Form are True to the best of my knowledge. Any false staterment will render my Application & ongoing assistance, if any,
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2} | solemnly confirm that assistance, if recsivied from Koshika Foundation, will be used only for e "parpose”, 55 stated in this Form, for which such assistnnce
was requesied by me
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1) By affising my signature or thumb impression on this Form, | (Applicant) heroby agree & autharise Koshika Foundation and &'s Trusioes 1o
use/publishiput-uplrespeoduce my name, address, pholo & detalls of the “purpose”, for which such assistance is requestedigranted. through any
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By affixing hersunder, signature of our Authonsad Signatory for recommending this case/patient lor financial assistance from Koshika Foundalion, we
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1) thal we noither are presently nor will in future avall of fnancial assistance from anoiher NGO or any ofiver source, for the same pabenticase, o8 we are
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