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1 ) I hefeby mnfirm lhat all details in lhis Form are True to lhe besl of my knowledge. Any fals€ statement will rend€r my Application & ongolng assistance. It any,

liable f or rejectiorvcancellation.

a i*l-""irrv-i""1li,i 0rai asiistance, ir recsiveo from Koshika Foundation, will be usod only for the 'purpos€', 8s sraH in this Fotm, fot whfu$ such assEtanca
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me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trust€es of Koshika Foundation, and their decision is this rsgard will be final and acceptabl€ to m€.
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! of the "purpose", for which such assistance is requestod/granted' through any

soliciting donations for Koshika Foundalion and/or disseminating information about it's

made bt Koshika Foundation before or after my lreatment or fullilment of the "purpose"

for which this assastance is requested
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