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DECLAR SUON by APPUICART: sa¥tw &m v 9a:

1) hereby condinm that off delails in this Form 300 True 10 the bost of my knowledge. Ary false staterment will render rery Application & ongoing nssistance. f ary,
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2) | schemrly confiermn thaet assistance. If recaived from Koshika Foundation. will be used only for the “porpose”, 35 stated in Bvs Fomn, for which such assistance

was roquostod by me
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1) By affbang my signaturs of wimb enpression on this Form, | (Applicant) horoby agree & authortse Koshika Foundistion aod It's Trustoes 1o

use/pubilshVpul-Upropreduco MYy name, address, pholo & detals of the "parpose”, for which such assistance is requestodgranted, theough arry
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will not sulomatically enifie me for receiving of continuing the said assistance. The decision for granting andior contiruing tha assistance will rest solely

wilh the Trustaea of Koshica Foundation, and their decision is this regard will bo final and acceptable to me
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