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2) I solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the "purpose", as stated in this Form, for which
was requested by me.

3) I hereby oonfirnr that I have not & vrill not in future, avajl of reimbursement, in part or in full, Irom any other source/employer/insurance company, of
for which this assislance is requested

l){dqqi.Fw{t*,{svrsqiRdrds'Sffl{roritqrrdrfidqenrreqsevfi*r qRat{frs{uT!Fir?norrdrrnqrqldrtd*traq-crfum*1 qr

2) tt ERI d vaq-cr vRt "+,lfri-+.I s-E-evn", r{ el qr rfl t, rtr*r sqqtrr rd vkq fr1 $ * ftrA f6qr qr},ir, d vs rr6q t qn rm tr
l){yk6{fltfufues6r{rdrfua'rxd-tril1T{t,Tqrtfrr6lqfrr+qtnqoft'qrffiorqriarnd-q-+rfrqroq4grdfffcrtetrlflqfqq{

EIIII

DECLARATTON by AppLICANT: sfi+ffi Er{ dqqr yr:

such

rfiR)

thumb impression on this Form, l(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-up/reproduce my name, address, photo & details of the "purpose", for which such assistance is requested/granted, through any
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
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