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DECLARATION by APPLICANTT 3{r+({ fl slqoll cr:

1) I hereby confirm thal all detai,s rn thrs Form are True to the best o, my knowledge Any false statement wili render my Applrcation & ongoing assistanc€. if any.

liable lor rejecron/cancellalion.

2) I sotemnly conlirm that assistance, il received lrom Koshrka Foundation. will be Lrsed only lor the "purposg'. as stated in this Form. for which such assistance

was.equested bt me.

3) I hereby conlirm that I havo not & will not in future, avail of reimblrsement, in part or in full, trom any olh€r sourc€/employer/insurance comPany, of the amounl

fgr which lhis assislanci is requestad.
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medium, inctuding but not limiled lo verbal, print. slectronic, for soliciting donations for Koshika Foundatlon and/or disseminating informalion about it's
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with the Trustees of Koshrka Foundatron. and Iherr decisron as this regard wrll be final and acceplabl€ lo ma
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