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1) By afiixing my signature or thumb impression on this Form. I
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(Applicant) hereby agree & aulhorise Koshika Foundstion and it's TruEtees to
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1) I hercby cofllirm hat all details in his Form are True to lhe best of my knowledge. Any false statement will render my Application & ongolng assisiance, if any,

liabl€ for rejeclior/cancsllalion.
2) I solemnly confirm fiat Irsistaoco, ,f rsceivod from Koshika Foundation, will b€ usgd only for the 'purpos€', as stated in this Fom tor lvhich sudl asslstanc€
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