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with the Trusteos of Koshika Fo'rndation. a;d th€ir docision is lhis rggard will b€ final and acepiable to m6'

r) w yq-: w rccl f,cIIfi qr # +1 sq sqrer, I (!criG) qc-n r[qfi nl ifc 6{il tc{'trtfiIfi srd'm qk E{+:clfrql 'r[i qB{i 6'GI tfr to irc'

rar, qtd qt ql k{rq rs rc7 { dfrd l, E{ "61ftrfl' q{t arS, {r, qqrucl $t z(kq t Sd ''f(fsftcl 
qk 

'ctlfqql 
+ ffi tFS S rsR qlEiq

i y{ftr 6d t frc qFtrn tt vqr cr fuiq it vtrc * vd cI Tq i rrd * nrq'*ift6l $rdTr" q q* qftEtr tt

2) I (!qri<6) rs m t {rm tft ftr rq, ! , st, dk Bc{!l qi fr rE4ir * B(lnql t !'trit t Xi En: slFft[ rEI f,trr{ 1d rnisr w ndq {

1) By afllxing mY sign ature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Truslees to

use/publish/put-up/reproduce my name. address, photo & details of the 'purpos€', for which such assistanco is rsquested/granted, through any
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