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oEcLARATtOt{ by APPLICANT: crd<6 lRr Siqln Cl:

1) I hereby confrm hal all dehils in this Fom are True to the best of my knowledge. Any false slat€ment will rend€r my Ap9lication & ongoing assistanc€, if any'

liable for r€joction/cancsllation.
2) I solemnly coofirm $at assislance, if received fiom Koshika Foundation, will be used only for the'purPos€', as stated in his Form. for vihich sudl assistance

mewas ested byrequ athe moucom of/insurancesolJrc6/em panvrn ftom other ploy€rr1 orof mburel tsemenl, anyn not n pathat ol &here confirm3 by
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(Applicant) hereby agree & gulhorise Koshika Foundation and it's Trustees lo

ls oitte'purpose;, tor which such assistaoce is requested/granted, throwh any

soliciting do;ations lor Koshika Foundation and/or disseminating in'ormation about it's

made b; Koshika Foundation before or alter my treatment or fullilment ol the 'purpose'

for which assistance is being rcquested.

zl r (eppticant) turttrer agreJthaiany such use ol my name, addr*s, pholo & dotalb or lh€ 'purpose', lor whlch such assistanca is requested/granted'

wil not automaticafly enti[e mo for receivint or continuing the said asaistanc€. The deciskJo lor granting and/or continuing lhe assistance will rest solely

with the Trustses of Koshika Foundation, and th€ir decision ls this rega'd will b€ linal and acceptable to me'
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1) gy afiixing my signature or thumb impression on this Form, I

use/oublish/put-upkeproduce my name' addrcss, photo & detail

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

sctivities/achievements. Such use of my pholo & details can be
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