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1) | higraky confirrn thal all detals in this Formeara True 1o the-best of my knowledge, Any falen statsment will render my Application & engaing assistanca. If any,
liable lor rzjection/cancellaton.

2} | sglemnly confirm that sssistance, f received from Koeehika Foundation, will b2 used only for the “purpase’, as stated In this Famm, for which slch assisiancs
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fr which Ihls assEtence is mequested.
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1) By affixing my sienalure o thumb impressien on this Form, | (Applieant) herelly sgree & gulharise Keshika Founsation and it's Trustees 10
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wilh thiz Trusiass of Koshikn Foundation. and their decision i (his regard will be final and accapioble to ma.
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