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DEGLARATION by APPLICAI,IT: sqltq"s !m dlql qx:

1) I hereby €n,irm that all delails in thls Form are True to the best ot my knodedge. Any false statement will reoder my Application & ongoing assistance, if any,

liabl€ for rejectiorrcancsllation.
2) I solgmnly confirm d|!at assistance, if received lrom Koshika Foundation, will be used only for the'puIposo', as stated in this Fom, for which such assistance

was requestod by me.
iiit'"'iuf*nni, ura I have not & willnot in tuture, availof reimbursemont, in part or in tull, from any other source/employe/insurance company, of the amount

for which this assistanc€ is requssted.
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AGREEiTENT by APPLICANT ( !I{ 6m)

1) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and its Trustees to

use/publistr/put-uplreproduce my name, address, photo & details ol the "purpose", tor whiqh such assisiance is requested/granted, through any

meOium, inciuding but not timited to verbal, print, elect.onic, lor soliciting donalions lor Koshika Foundation and/or dissemlnating inlormation about it's

activities/achieve;enls. Such use of my pholo & details can b€ made by Koshika Foundation berore or after my treatmonl or fullllment ol the 'purpose'

for which assistance is being requested.
2) I (Applicant) further agree that any such use ol my name, address, photo & details of the 'purpose', lor which such assistance is requested/granted,

*itt noi arto.iticatty enti{e me for receiving or continuing th€ said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and thsir decision is this regard will be finaland accepiable to me.
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