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1) I hereby confirm thal all details rn thrs Form are True lo lhe besl ol my knowledge. Any lalse stalement wlll render my App|cation & ongorng assistance, if any.

liable lor rejection/cancellalion.

2) I solemnly confirm thal assislance, if received from Koshika Foundatron. will be used ohly tor tho "purpose". as stated rn thas Fo.m, tor which such assblanc€

was requested bY me.

3) I her€by confirm that I have not & will not in fulure, avail ol reimblrs€ment, in part or in full, from any other sou.ce/€mployer/insurance company, of the amoqnt

for which this assislance is requgstgd.
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't) By afiiring my signature or thumb impression on this Form, I {Applicant) hereby agree & authorise Koshika Foundation and it s Trusteqs to

us6/pubhsh/pul-up/reproduce my name, address. photo & details ol the'purpose', for which such assistance is requested/granted, th.ough any

medium, inctuding but not limiled lo vgrbal, print, electronic, for soliciting donations for Koshlka Foundation and/or disseminating intormation about at's

activities/achievements. Such use ol my pholo & details can be made by Koshika Foundation before or aflst my treatment or fulfilment of the "purpose"

for which assistance is berng requested
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will not aulomalicatly enlille me for receiving or conlrnurng lhe said assrstance. The decision foa granllng and/or continuing lhe assistance will rBst solely

wilh the Truslees of Koshrka Foundalron. and lherr decrsron is this regard will be final and acceptable lo m€
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