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'1) I hereby confirm that all details in this Form are True to the besl of my knowledge. Any talse stratement will render my Application & ongdng assistance, if any,

liable for rejectiory'cancellation.
2) I solemnly ;nfirm that assistance, it rec€ived from Koshika Foundation, will b€ used only for the 'purpos6', as stated in thls Form. for whldi such assistan6
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3) I hersby conlirm that I have not & wilt not in tuture, avail of reimbursement, in parl or in full, fiom any othar sourca/omploy€/lnsurance company, of lh6 amount

for whk$ this assistanc€ is requested.
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1) By afiixing my signature or thumb imPression on this Form, I
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with the Trustees of Koshika Founrjation, and their decision is lhis regard will be final and acceptable to me.
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By affixing hereunder. signature of our Authorised Signatory for recommending this cas€/patient for financial assistance ftom Koshika Foundation, we
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