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1) I hereby contirm that all details in this Form are True to the best of my knowledge Any false statement will render my Applicatlon & ongoing asslstanc€' if any'

2) I solemnly confirm that assista
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1) Bv afflxinq my signature or thumb impression on this Form, I rApplicant) her€by agree & authorise Koshika Foundation and it's Trustees to
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