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1) I hereby Confirm lhat all details in his Form are Irue to the besl of my knowledge. Any false statement will render my Application & ongoing assistance' if anv,

liable for rejection/cancellation.

a i-rlji"i"ri-lii,nirirr"i aisistance, it receivea from Koshika Foundation, will be usod only for lhe 'purpose', as stated in this Form for which such assistance
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3) I hereby confirm tha tIhavenot&willnotinfuture.availofreimbursement,inpartorinfull'fromanyothersoulce/employer/insurancecompany,oftheamount
for which this assistance is requested
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1) By affixing my signature or thumb impression on this Form' I
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witn tne trustees ot'Koshika Foundation, a;d their decision is lhis regard will be final and acceptsble to mo
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