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DEGLARATION by APFLICANT, SIS 5M Tioon 53:

11 | hirety corfinm tret all detalls in this Fam are True 1o the best of my knowledge. Any lalse statement will render my Application & angoing sssistance, if Ay,
ligble for rejectionicanceiation

21 | salemmly confinm that assistance. if received from Keshika Foundation, will be used enly for he "purpose”, as stated in this Form, lor which such assistance
was requesied by me.

3) 1 hereby confirm thal | have rot & will nat in future, avall of relmbursemsant, in perl orin full, fram any other sourcelemployarinsurance company, of the amount
for which this assistancs I8 requesied.
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1] By affiking my signalure ar thumb impression on this:Form, | (Applicant) heraty agrag & suthonse Koshika Foundation and it's Trustees o
usenubishiput-aptieproduce my name, addrass, photo & details of the "purposs”, Tor which such aselstance is requesisd/granted, through any
medium, including out nat limited 12 vertal, prind, eleciranic, lor solicling donations for Koshika Foundation andior disseminating information sboul iL&
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will nal aiiomatically entitbe me for receiving ar continuing the said assistance: The dacision far graniing andlor conlinuing the assistance will rest solely
willi the Tiustoas of Koshika Founcation, and their decision is this regard will be final and accepiable to me
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By allawing nersunder. sigralure of our Autharised Signatory Iar recommending this easapatian! for fnancial assistance from Koshika Foundalian, we
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1) that we naither are presently nor wil in luiure avail al fingneial assistznse from another NGO or any other source; for the same patient/case, a5 wa mre
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