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1) | hesety confirm thal ail detalls in this Form gre True to the best of my knowledge. Any falsa stalement will rander my Application & ongoing assistance, If any.
lizhle for rejectionicanceliation

2] | salemnly confirm that assistanca, If recelved from Koshika Foundation, will be used only for the *purpose”. as staled In this Form, for wiich such assistance
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1} By affixng my signalure or thumb impression on this Form, | (Applicam) heraby egree & suthorise Koshika Foundation and iU's Trustees 1o
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