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1) By affuang my signature or thumb impression on this Form, | {Applicant) heraby agree & authorise Koshika Foundation and s Trustees to
use/publsh/pul-uplrepicduce my name, sddress, pholo & detalls of the "purposa”, lor which such assistance is requesiadigrantad, through any
miedium, including bul not limded 10 verbel, prinl, slectronic, for soliciling donations for Koshika Foundation andfor disseminating information about iy

aciiviliesfachievamants. Such use of my pholo & detalls can be made by Koshika Foundation before or after my treatment or fuffilment of the “purpose”
for which assistance is baing requesiad.

2} | {Applicant) further agree thal any such use of my name, address, photo & dotails of ihe “purpose”, for which such assistance is requestedigranted,
will not sutomatically entitle me lor receiving or continuing the said assistance. The decision for granting andior continuing the assistance will rest salely
with the Trusteas of Koshiks Foundation. and thair decision s this regard will be final and acceptatis 1o me.

1) ™ T W s e W s St e e, d (i) S e w e v o Ve vt oo e e Fepsm (s W o,
e, WA s W o e vy F wife £ 0 Cwifee” o il o, wem gt agtve W ol aflied sl seeieed o el el o v e
o wrfin wrd o P afen 1t ey w foe b pe o el w e ek f By “eifien srrdee” w oamd afeg b

# (sriw) o @ ween o w d0 o, v, i ol feern o B weem ¥ oo @ wide § o e we W e o e
“wifym " vay e =il = fi sfe s e v

APFLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
s ¥ yeem W H7 W fem

Mele Lo
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