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APPLICATION FORM FOR ASSISTANCE (Healthcare)
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2) | solemnly confiem that assistance, ¥ received from Koshika FouncdaSion, wit be used only for the "purpose”, 83 stated In this Form, for which such
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1) By affixing my signature or thumb impeession on this Foem, | (Applicant) hareby agree & authorise Koshika Foundabion and it's Trustees 1o

use'publishiput-upireproduce my name, address, photo & details of the “purpose”, for which such assistance is requestodigranied, through any

medium, including but not limited 1o verbal, peint, electronic, for soliciting donations for Koshika Foundation andior disseminating information about if's
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