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1) 1 haraby confirm that ol detads in this Form ane True to The best of my knowledge, Any false staament will rander my Application & ongoing assistanca. if any,
iable for repeclionicancedlation,

21 salgennly confirm that sssistance. If received from Koshila Foundation, will be used only for the “purpose”. a8 stated in this Form, for which such assstance

was requested by me
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1) By affiing my signature of thumb Impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and if's Trustees to

use/publishipul-upeproduce my name, address, photo & dotally of the “purpess”, for which such sssisiance i reguesind'graniad, though ary
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will not sutomahcally entitle mm for receiving of continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustess of Koshika Foundation, and their decision s this regard will be final and sccegtable 1o me.
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