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1 ) I hereby confirm lhat all detalls in this Fom are True to lhe best ol my kllowHgg. Any false statement will rondsr my Applicalion & ongoing assistance. if any,

liable for rejectjorvcanc€llation.

2) I solemnly conlirm that assistanco. if received hom Koshika Foundatloh, will bo us€d only ror th6 'purpos€', as stat€d in this Form, lor whlch such assistancs

was requcsted by me.

3) I hereby conlirm that I have not & will not in future, avail of Eimburs€rn€nt, in part or in full, from any otll€ so{rrcs/employsr/insulEnce company, of the antount

fo, which this assistance is requ€sted.
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1) By afiixing my signalure or lhumb impression on this Fonn, I (Applicant) hereby agr€e & authoriss Koshlka Foundation and lt's Trustees to

use/publish/put-up/reproduce my name, addross, photo E deEils of lhe 'purpos€', for which sudr asslstanca is roquestod/granied, th,ough any

medium, including but not limiled to verbal, print, electronic, for soliciting donations for Koshika Foundatlon and/or disseminating information aboul it's

activities/achlevements. Such use of my photo & details can be made by Koshika FouMation before or afrer my beatrnent or lulfilmenl of th€ 'purpose'

for whrch assislance is being requested.

2) I (App|cant) fudher agree that any such use ol my name, address, photo & detrils or lhe 'purposg', ,or rfiict such assistanca is rqqu€sted/granlsd,

vrill not automatically entitle me for recriving or continuing the said assislanca. Th6 dedsloo for glanting and/or @ntlnuing lhe assistanco will rest solely

wrth the Trust€ss o, Koshika Foundation, and their decision is this tegard will bo final 8nd accoptablo to me.
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