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1) | heretry confirm thal all dolads | ihis Form s True lo the best of my knowledge, Any false staterment will render my Application & ongoing assistance, if any,
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1] By aMfimng my signature or thumb impression on i Form, | (Applicant) hereby sgree & sulhoriss Koshika Foundalion and if's Trusiaes to
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By affixing hersunder, signature of our Authorissd Signatary for recammanding this cosa/patient for inancial assistance from Moahika Foundation, we
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1] thatl we fedthar are prosently not will in fulure oved of financisl sesintance from another NGO o sy other source, Iof the same pallenl/cass, oa we are
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in the matter.
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