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1) By affixing my signalure or thumb impression on this Form, | (Applicant) hereby sgree & authorise Koshika Foundation and iT's Truslees 1o
usn/publish/put-upreproduce my name, address, photo & details of the “purpose”, for which such assislance is requesiod’graniad, through any
medium, including bul not imited to verbal, print, electronic, lof soliciting donations lor Koshika Foundation andlor dissaminating Informaton aboul it's
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