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131 hereby confirm that all details in this Fo-m ars Trug to the best of my knewledge. Any false statemant wik render my Application & ongoing assistance, il any,
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1} By aMfixing my sigrature or thumb impressicn an {his Ferm, | {Applicant] hereby agree & authorsa Koshlka Foundation and I's Trusteas to
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with the Trusiees of Keshika Foundation, and 19t decisor. is Lhis regard witl be final and esceptable o me.
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