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DECLARATION by APPLICANT: qFK$ Em dstfl tr{:

'l) I hereby confrm thal all detatrs in this Form are True to lhe best of my knowledge. Any false statement wlll render my Application & ongoing asslstance, it any,

llabls for rcjection/cancellation.
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(Applicant) hereby agree & authorise Koshika Foundation and lt's Trustees to

s of the 'purpose", for which such assistance is requested/granted, lhrough any

soliciting donations for Koshika Foundation and/or disseminating information about it's

made bi Koshika Foundation befole or after my lreatment orrulfilment ol the'purpo86'
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willnot automatlcally entitte me lor receivin! oi continuing the saio asiistance. The decislon for grantlng and/or continulng the ssslstanc€ willtestsolsty

wlth the Trustees olKoshika Foundation, and lheir declsion is lhis regard ,,vill be llnal and acceptable t0 me.
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