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2) } solemnly confirn that assistance, if recelved from Koshika Foundation. wil b used only for the "purpose”, as stated in this Form, for which such assislance
was requested by me. _ ‘ . _

3} | hereby confirm thal | have not & will not in future, avail of reimbursement,
for which this assistance s requested.
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AGREEMENT by APPLICANT (FEsH M F0T)

1) By affixing my signature or thumb impression on this Form, | {Applicant) hereby agres & authorise Koshika Foundation and it's Trustees 1o
use/publish/put-upfreproduce my name, address, pholo & details of the “purposs”, for which such assistance is requested/granted, through any
medium, including but not limited 1o verbal, print, elecironic, for sqliciting donations for Koshika Foundation andfor disseminating information about it's
activities/achievernents. Such use of my photo & details can be made by Keshika Foundation before or afier my {reatment or fulfilment of the "purpusa”
for which assistance is being requested. ; K
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with the Trustees of Koshika Foundation, and their decision Is this regard will be final and accepiable to me.
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1) that we nelther are presently nor wil in future avail of financlal assistance from another NGO or any other source, for the same pallenticase, as we are
requesting to get from Koshika Foundation, to the extent that such assistance Is granted by Koshika Foundation, If the requested assistance Is not granted
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