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oEcLARATlO by APPLICANT: qltq6 !I(t s]q!n Y{:

1) I hereby confirm that alldetails in thls Form are True to the best o, my knowledge. tury lalse statement will render myApplication & ongoing assislance, if any,

liabl€ for rejectiorvcancellalion.
2) I solemnry;onfirm ttEt assistance, if rec6ived from Koshit€ Foundaton, will b€ used only for the'purpose', as stated in lhis Form. forwhich such assistance

was requestd by me.
3rl he;by conlirm tlat I have not & will not in future, avait of reimbursement, in part or in tull, frcm any other source/employer/insurance company. of the amount

for which this assistance is requested.
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AGREEMENT by APPLICANT ( Em 6{R)

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

use/publish/put-up/reprcduce my name, address, photo & details of the 'purpose", for which such assistance ls requested/g.anted, through any

medium, inciuding but not timited to verbal, print, slectronic, for soliciling donauons for Koshika Foundation 8nd/or disseminating information about it's

activities/achieve;ents, Such use of my photo & details can be made by Koshika Foundation betoro or after my treatment or fullihenl ol the 'purpose'

for which assistancs is being requested.
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with the Trilstees of Koshika Foundation, and theit decision is this regard will be llnal and acceptable to m€.
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