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1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,
liable for rejection/canceilation.

2) | solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose”, as stated In this Form, for which such assistance
was requested by me.

3) I hereby confinm that | have not & will not in future, avall of reimbursement, in part or In full, from any other source/employer/insurance company, of the amount
for which this assistance is requested.
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