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DECLARATION by APPL|CANT: $rtf*' Ara *qqr !-{:

1) lhereby confirm lhalalldelails in lhis Form are True to the best of my knowledge.Any false statement will render my Application & ongelng e.sslstance, ir 8ny,
liable for rEiection/c€ncellation.

2) I solemnly confirm that assistance, ifreceived frcm Koshika Foundation, willbe used only for th8 "purpose', as stat€d in thls Form. for whlcfi sudr a*sisl,anco

was roquerted bY me.

iiifiiriliii"n,i, trrt I have not & wi not in future, availof reimbursement, in part or in tull, from any other source/employerlnsurance coflpary, ol iho

for whlci hls assistanco ls requestsd,
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1) By amxing my signature or thumb impression on this Form, I (Applicant) hereby agree & au

use/pubttstrl-put-up/ieproduce my name, address, photo & details of the 'purpose", for which s

medium, inciuAing Out not limited to verbal, print, electronic, for soliciting donations for Koshik

activltie8/achievements. Such use of my photo & details can be made by Koshika Foundation

lor whlch assistance is being requested

z) r oppricant) rurttrer agree-thai any such use of my name, address, photo & delails ol the 'purpose', tor "hich such asslstance ls requestBd/granted,
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me lor riceivinl oi continuing the sald assistance. The declsion for grantlng and/or continuing lhe ssslstrnce will rBst solelv

with tho Trustees o,Koshika Foundation, and their declslon is thls regard \,/ill be final and acoeptable to me.
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