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1) I hereby confrm thal sll details in this Form are Tru€ to the besl of my knowledge. Any false stalement will render my Application & ongoing assidance. if any,

liable for rejectiorrcancellation.

2) I solemnly confirm that assistrance, if rec€ived from Koshika Foundation. will be used only lor the "purpose'. as stated in $is Form. for whk* sudl a8sistaoce

was requ€std by me.
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