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DECLARATION byAPPLICANT: rqr+(6 ERr *sq, !-r:

1) I hereby confirm that all delails in this Form are True to the best of my knowledge. Any lalse statement wlll render my Applicalioo & ongolng .&si!tanco, lr 8ny,

llable for rsJecUory'cancellation.

2) | sotemnly;onfirm that assistance, if recaived from Koshika Foundatlon. will be used only for the'purpose', aE gtated in thls Form, for wttldl sudl assbtanco

was requested by me.
g.iihrriOi..ii,n,i, ttr"t I have not & will not in future, avail of reimbursement, in part or in full, from any oth€r source/employor/insurance company, ol lhs amoont

fur whlch thls Essistanc€ ls requested.
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AGREEMENT by APPLICANT ( Eru 6{R)

i) By amxing my signature or thumb lmpression on this Form, I (Applicant) hereby agree & authorise Koshlka Foundatlon and ifs Trustees lo

uielpuotisfyput.uptieproduce my name, address, photo & details of the 'purpose', for which such assistance is requested/granted, lhrough any

medium, inciuOing bui not timited to verbal, print, electronic, ior soticiting donations for Koshika Foundation and/or disseminating lnformatioo about lts

actvilies,lachiev;ents. Such use ofmy photo & details can be made by Koshika Foundation before or after my treatment or fulfilment otthe'purpoEs'

lT,ilitl,H:[?ffir:.1",11"n,i""l"ffi" ,re or my name, address, phoro & detairs or the 'purpose', ror which such assistance is rsquestod/sranisd,

*iti noi ,utorrti""tty .nii{e me tor riceiving or continuing the sald assistance. The declslon lor granling and/or continuing the assistane vrill rBsl solsly

with the Trustees oiKoshika Foundation, and thek decision is this regard wlll be fnaland acceptable lo me'
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