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DECLARATION by APPLICANTi iN+(6 ERI *sgn T{:

1) I hereby conrirm that all delails in this Form are True to the best of my knowledge. Any talse statement will render myApplication & ongoing asslstancs, tt any,
llable tor r€jectiory'cancellation.

2) I solemnly conlirm that assistance, if rec€ived from Koshlka Foundation, wlll be used only tor thg "purpose', as stated in thls Fom, fo. whlch auch assistarco

was requested by me.

3) I her;by confl;m that I have not & will not in future, avail of reimbursement, in part or in full, from anyother source/employer/lnsurance comp€ny, ol th€ anornf

,or whi& lhis sssistance is request€d.

l) Islsqr6r tft wn5ci fti rrd qt t**$l tt sTrdrfr + erdqR rfl cs rd tr cf< 6t fd<t"lq< aw rre mo vro I d tt caq-m ftts ql cr r5-A tt

2) it Em sl s[rq-dr {fu "siRr+t .FI-r+m', t !,1 qr rfi t, lsdl rc+q sd Ekc 41 $ + ffi t{cl qltln, qi E( rr5q { q{ Tcr tr

trar {ft f*e ra{<r tg q[ vtrt{ s1 ,rit,Ts rftr qr qfrm clrrd fdrsl fr,6 lr,q qiafic]Eqrfrql sq* t 1d ftqt I d{r i qfre { d,lll3)dgk
AGREEMENT by (fit{6 !I( 6.fi)

l) By affixing my signature or thumb impression on this Form, I (Appllcant) hereby agree & authorise Koshika Foundation and its Truste$ to

use/pubtish/put.upheproduce my name, address, photo & details of the'purpose", forwhlch such assistance ls requested/granted' through any

medium, inciuding but not limited to verbal, pint, electronic, for soticiting donations foI Koshika Foundation and/or dissemlnatlng lnformation about ltE

sctivities/achieve;ents. Such use of my photo & details can be made by Koshika Foundation before or alter my treatment or fulfilment otths'pulpose'

torwhlch assistance is being reque8ted.

2) I (&plicant)further agree thaiarty such use of my name, address, photo & details ol the'purpose', torwhlch such assistance ls rrquesl8d/grantod,

wifi noi automiticatty eniitle me lor receiving or conlinuing the sald assistance, The decislon for grantlng and/or continuing the asslstanc€ wlll rBst solsly

with ths Trustees of Koshika Foundation, and their decislon ls this regard 
',Yill 

be flnal and acceptable to me.
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