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1) I hereby conrirm that all details in lhis Form are True to the best o, my kno ,ledge. Any false statement will render my Applioation & ongoi'g assistance, if any'

liable for rejeclion/canc€llalbn.
2) I solemnly confirm rhat assistiance, if recsived from Koshika Foundation, will be used only for the 'purpos€'' as statgd in this Form 
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1) By affixing my signature or thumb impression on this Form, I
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with the Trustees of Koshika Foundation, a;d their decision is this regard will be final and acceptable to me'
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