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DECLARATION byAPPL|CANT: rqr+6 6Rr *ss[ T{i

1) I hereby conllrm that all details in this Form are True to the best of rny knowledge. Any false statement will render my Applicatjon & ongoing asslstancs, if any,

liable for r€Jecuory'cancellation.

2) lsolemnly conlirm that assistance, if received from Koshika Foundation, wil,be used only for the'purpose', as stat€d in thls Fo.m. tor whlcfi sudl asslslanco

was requested by me.

il ifii,tny *ani, Ca I have not & ',lll not in future, avail of reimbursement, in parl or in tult,lrom any other source/employ8r/insurancs compsny, ol tlrg a

for whrci this sssistanco is requested-
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1) By amxing my signature or thumb impression on this Form, I

use/publish/pulupkeproduce my name, address, pholo & detai

medium, including but not limited to verbal, print, electronic, for

aclivitjes/achievements. Such use of my photo & delails can be

for which assistance is being requested' 
ofthe "DurDose., for whlch such assrstance ls requested/granted,

2) I (Appticant) further agreJthat any such use of my name, address, photo & details ofthe "purpose', for whlch such asslstancc
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me for pceiving or continuing the said assistance, The decislon lor grantlng and/or continuing the asslstanc€ MllrRslsolely

wlth the Trustees oiKoshika FoundElion, and lheir decision ls thls regard \Yill be llnal and acceptable to me,
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(Appticant) hereby agree & authorise Koshika Foundation and it's Trustees to

ls of the 'purpose', for which such assistance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating information aboul it'6

made bt Koshika Foundation belore or alter my treatment or lullilment ot tho 'purpose'
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