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1 ) I hereby confirm hal all delails in this Fom are True to the besl of my knowl€dge. Any false statement will render my Applicat cn & ongoing a$blancg, i, any,

liable for rcjectiory'cancellation.
2) I solemnty confrm that a$sistance, if rec€ived ftam Koshika Foundation, will be used only for the 'purpos€', as statsd in this Foam, for whic-tl such sssist nc€
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for which assistance is b€ing requestsd.

2) I (Applicant) fudher agree that any such use ot my name. address, photo & details of the 'purpose", for which such assistance is requestod/granted'

witt noi automafically entitle me lor receiving or continuing the said assistance. The decision for granting and/or continuing the assistanca will r€st solsly

with the Trustees of Koshika Foundalion, and their decision is this regard will be tinal and acceptabl€ to me.
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