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1) lhereby confirm thal alldetails in this Form are True to the best of my kno!,vledge. Any false statement willrender my Applicatlon & ongoing assistance, if any,

liable for re,ection/cancellation.

2) l solsmnly mnfrm that assistanc€, if received lrom Koshika Foundation, will be us6d only for th6 "purpose'' a! statod in thls Form for whicir such asslatanc€
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1) Bv afflxing my signature or thumb impre ssion on thrs Fotm, I lApplicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to

use/pu blish/pu!up/reproduce my name, add ress, photo & details of the'purpose", for which such assistance is requested/granted, through any

medium , including but not lrmrted to verbal, print. electronic, for soliciting donations fo. Koshika Foundation andior disseminating informatlon about it's
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