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1] By affaing my signafure or thumb impression on this Form, | (Applicent) hereby sgroe 5 nuthorise Koshile Foundation and I's Tiustees to
use/publish/put-upiregroduce my nama, sddress, photo & detslls of the “purpose”, for which such asslatance i requesiedigranted, through any
maedium, inchuding but nat limied to vertml, print, electronic, for soliciting donalions for Koshika Foundation and/or disseminating information about i's
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2) | (Applicant) further agrea that any such use of my name, sddress, pholo & dolalls of the "purpose”, lor which such sssistance |s requestedigranied,
will not sutomatically antie me for receiving or continuing the sald assistance. The decision for granting and/or continuing the assistance will rest solaly
with the Trustees of Koshika Foundation, and thalr declslon I this regard will be final and accegtable to me.
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