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1] | hareby confirrm that all dotalls in this Form ane True 1o (he best of my incwlodge. Any false stalament will render my Apploation & ongoing assistance, if any,
liable for relectionfcanceliaion

2) | solemnly confirm that assistance, if rocelved from Kothike Foundation, will be used only for the “purposo”, as stated in this Form, for which such susistance
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1) By affung my signalure o thumb improssion on this Form, | (Applicant) hereby agree & authorise Koshika Foundafion and il's Trustees o
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wiity the Trustees of Koshika Foundation, and thelr decision |s thls regard will be final and acceptable o me.
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