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usei Publish/Pulupkeproduce mY name, address, ohoto & details of the 'purpose", for which such

medium, including but not limited to verbal, Print, electronic, for soliciting donations for Koshika Foundation and/or dissemr;ating information about its

activities/achieveme nls. Such use of mY Photo & details can be made bY Koshika Foundation belore or after mY treatmant or fumlment of the 'Purpose"
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with the Trustees of Koshika Foundation, and their decision is this regard wi ll be linal and acceptable to me
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