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1) By affixing mY signature or thumb impression on this Form, I {APPI icant) hereby agree & authorise Koshika Foundation and its Trusteas to

use/publish/Put'uP/reprod uce my name, address. photo & detarls of the "purpose", for which such assistance is requested/granted, through any

medium, including but not limited to verbal, Print, electronic, for soliciting donations tor Koshika Foundat ion andiol disseminatrng information abou tits

activities/achievenents Such use of mY Photo & details can be made bY Koshika Foundation before or after my treatment or fumlment of the 'purpose

2) I (APPli cant) lurther agree thal any such use of mY name. address, Photo & details of the'Purpose", lor which such assi$tance is requgsted/granted'for which assistance is being requesled

will not automaticallY entitle me fo. receiving or continuing the said assistance The decision for granting and/or continuing the assistan@ lvill rest solely

with the Trustees ol Kosh ika Foundation, and their decisi;n is this regard will be linal and acceptable to me
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