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DECLARATION bY APPLICANT: qI+(| Tfl dqql lXI

1 ) I hereby confirm hat all details in this Form are True to the best of my knowledge. Any lalse stalement will render my Applicsoon & ongoing assistanco, if any,

liable for r€jeclion cancellation.
2) I solemnry ;rnfim th8t assistance, if received from Koshika Foundation, will be used only for the 'purpos€', as statsd in this Fotm, tor which suci agsistanca

was roquested by me.
3) I her;by clnfim hat I have not & will not in tuture, avail of reimbursement, in part or in tull, fiom any olher sourc€/omployer/insuranc€ company, ol he anrount

for which hls assistanc€ is requested.
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1) By af,txing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustoes to

use/iuUtish/put-uplieproduce my name, address, photo & details of the 'purpos€', for which such ssslslance ls rsquested/granted, through any

medium, inciuding but not limited to verbal, print, slectronic, for soliciting donations lor Koihika Foundetlon and/ol dissemln8ting lnlomatlon about lt's

activities,/achievements. Such use ol my photo & detaits can be made by Koshika Foundation belorB or after my treatment or tulilment ollhe'pufpose'

lor which asEistancs Is being requested.

2) I (Applicant) turther agreJ that any such use ol my name, 6ddre8e, photo & dotails of the 'purpo3s', for whlch such ss3lstanc€ 18 roquost€d/granted,

will noi automatically enii e me for receiving o. continuing the said assistance. The decision tor grantlng and/or continuing the ssslstanca wlll r€st solely

with the Trustees of Koshika Foundation, and theh decision is lhis regard will be llnaland accoptable to me.
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