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1) 8y afiixrng my signature or thumb imprcssion on this Forrn, I (Applicant) hereby agree & authorise Kosh ika Foundation and it,s Trustees touse/publish/put.up/reproduce my name, address, photo & details of the "purpose,, for which such assi stance is requestsd/granted through anymedium, includrng but not hmited to verbal. print. etect ronic, for soliciting donalions for Koshika Foundataon and/or disseminating in formation about it'sactivities/achievements. Such use of my photo & deta ils can be made by Koshika Foundalion b€fore or after my lroatment or fumlment ofthe.purpos€"lor whtch assistanc-. ts berng requesled
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