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1) | hersty confirm that il detalls in this Form ars True to the best of my knawleage. Any false statement wil rander my Application & ongeing assistance, fany,
liahle for rejection/cancellation, )
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1} thal we neither e presently nor will ih future avall of fnancial assistance from anothar NGO or any other source, for the same potienticase,-as wa are
requasting o getfrom Koshika Foundation, 1 the exlanl that such assistance is granted by Koshika Foundation, If the requested assistance is not granted
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