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1) ¢ hereby confirm tha! all details in this Form are True lo the best of my knowledge. Any faise statement will render my Application & ongoing assistance, if any,
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2) ! solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the "purpose”, as stated in this Form, for which such assistance .
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1) By affixing my signature or thumb impression on this Form, 1 (Applicant) hereby agree & authorise Koshika Foundalion and it's Truslees to
use/publish/put-up/reproduce my name, address, photo & details of the “purpese”, for which such assistance js requested/granted. through any
medium, inciuding but not limited to verbal, print, electronic, for sqliciting donalions for Koshika Foundation andior disseminaling inforrmation aboul il's
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wilh the Truslees of Koshika Foundation, and their decision Is this regard will be final and acceptable to ms.
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By affixing hereunder, signature of our Authorised Signalory for recommending this case/palisnl for financial assistance from Koshika Foundation, we
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