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DECLARATION by APPLICAITi srdqrr Em dlMI Yr:

1) I hereby conlirm lhal alldetails in this Form are T.ue to the best of my knowledge. Any talse statement will render myApplication & ongoing assislance, if any,

liable tor rejectiorrcancallation.
2) I solemnry;nfirm that assistanc€, if received lrom Koshika Foundation, willbo used only tor the'purpos6', as stated in this Fom, forwhich such assistance

was requested by me.
3) I her;by conliin that I havs not & wilt not in future, avail of reimbursement, in part o. in tull, from any oth€r source/emp

for which this assistance is requested.
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EEMENT bY APPLICANT ( lr( 6m)
.1)By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/puOtish/-put-up/ieproOuc€ my name, address, photo & details ol the -purpose", for which such assistancl is requested/granted, th.ough any

meoium, inciuoing bui not timited to verbat, print, €lectronic, for sollciting donations for Koshika Foundation and/or disseminating information about it's

activities/achieve;ents. Such use ol my photo & details can b€ msde by Koshika Foundatlon b€fore or afler my lreatment or fullilment ol lhe 'purpose"

for which assistanc€ is bsing request€d

2) I (Applicant) lurther agree that any such use ol my name, add.ess, photo & details oI the 'purpose', tor lYhich such assistance is requested/granted,

win noi automaticatty eniitle me for recelving or continuing tho said assistance. The decision lor granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this r€gard will be linal and acceptabl€ to me
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