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DECLARATION by APPLICANT: SWiE® Sl Siomy 74:

1)1 hereby confirm thi all detaits in M Form ore True o the best of my inowlodge: Any false statement will render my Application & ongoing assistance, i any,
[iatalés for rejectiondcancaialion,

2) | salemnly confiem that assistance, i received from Koshika Foundation, will ke used only for the “purpose”, ag atated inthis Form, for which such assistance
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1) By affixing my signatute ar thumb impresgion on fhis Farm, | (Applicant) hereby apraa & authorise Koshika Foundation and II's Trustoes 1o
use/publishiput-upireproduce my nama, address, photp & details of the “purpose”, for which such asslslance | requistlediytantod, through any
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1) thitl we pelther are presenty nor will in future avail of financial pesistance from another NGO or any other source, for the same palient'case, as we are
refuesting 1o gel from Koshika Foundation, 1o the exten! that such assistance is granted by Koshika Foundation. if the reguested pssistancs is not granied
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