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DECLARATIOT{ by APPLTCANT: qrt(6 m qilqr y{:

1) I hereby conlirm hal all details in thls Form are True to the best ot my knowledge. Any false statement will render my Application & ongoing assistance, it any,
liable f or rejsctiodcancallation.

2) I solemnry aortfirm lhat asslstance, if received from Koshika Foundation, willbe used only for the'purpose', as stated in lhis Form, forwhich such assistanco

was requested by me.
3) I her;by contirm hat lhave not & will not in tuture, availof reimbursement, in part or in full, from any other source/employer/insurance company, of the amount

for which this assistancs is requesled.

l) dslsqr6{ tf6wnsqift.'rn{SfT*tqttsr*rt*!r{€RF{qq{frtr cR 6Ii Elrq G 6qt q{fl crql q td*is[rl. t{rta 61 qIffi'6tt

2) il d{ sl {6rq.dr rft'6iRtol srs-€{<", e e1 qr rfl t, cr6r Bcq}'r tfr Ekq q1$ + ffi f6ql qri'n, dIq rr5q { q{I Tql tr
3)13fu6(drtf6fir€wrmtgwn**al'ril,c(rRr6refitqqrrs-dfrwIffiqqdnrFnt-qrdqt6q-{drdfrqr*srhlfrqfrqi{'ttt

AGREEiTENT by APPLICANT ( lm 6m)
.l) By afiixing my signature or thumb impression on this Form, I {Applicant) hereby agree & authorise Koshika Foundation and il's Trustees to

use/publish/put-upkeproduce my name, address, photo & details of the 'purpose', for which such assistance is requested/granted, through any

medium, inciuding but not limited to verbal, print, electronic, lor soliciting donations for Koshika Foundation and/or diss€minating informatiofi about it's

aclivitjes/achievements. Such use ot my photo & details can be made by Koshika Foundatlon before or atter my treatment or lulfllment of the "purpose'

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

witt ;ol automatically enii$e me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and th€ir decision is this rogard will bo final and acceptable to me.
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