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DECLARATION by APPLICA T: gIT<6 EII ScqI cx:

1) I hereby conlirm that alldetails in this Fom are True to the best o, my knowledge. Any false statement will render my Application & ongoing asslstance, if any,

liable for rejectiorrcanc€llation.
2)lsolemnry;nfm that assistance, if r€c€ived tom Koshika Foundation, will b€ used only for the'purpose', as stated in this Form. for which such assistance

was requested bY me.
iiifr",iOv connim mat I have not E wi not in future, availof reimbu.sement, in part or in tull, ftom any other sourc€./employer/insurance company, of the amount

for which this assistance is requested.
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1)By aflixing my signature or thumb impression on this Form, I

use/publish,/put-up/reproduce my name, addross, photo & detail

medium, including but not limited to verbal, print, electronic, tor

activities/achievements. Such use of my photo & details can be

for which assistanc€ is being r€quested.

2) i (fuplicant)lurther agreithaiany such use of my name, address, photo & details ofthe'purpos€', tor which such assistance is requested/granted'

witt noi automaticatty enti e me for receiving or cont;nuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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(Applicanl) hereby agree & authodse Koshika Foundation and it's Trustees to

s of the 'purpose", for which such assistance is requested/granted, through any

soliciting donations for Koshlka Foundation andior disseminating information about ifs
made bt Koshika Foundation belore or afier my treatment or futfilment ofthe'purpose'
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