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1 ) I hereby confirm lhat all details in tl s Form are True to the best ol my knowledge. Any false statement will rende. my Application & ongolng assistanG, if any,

liable for rejectiodcancellation.
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for which assislance is being requested.
2) I (Applicant) further agree that any such use of my name, address, photo & details oI thE 'purposs', for which such assistance is requested/granted,

witt noi automatically enii e me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistancs will rest solgly

with the Trustees of Koshika Foundation, 8nd their decision is this rogard will be final and acceptable to ms.
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in the matter.
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