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1)By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation 8nd ifs Trust€68 to

uielpultisruput-uptreproduce my name. address, photo & details of the 'purpose'. for which such assistance is roquested/grantod, through 8ny

medium, induOing but not timiled to verbal, prlnt, electronlc, for solicidng donations for Koshika Foundation and/or dlss€mlnating lnfomaton 8bout its
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