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use/publish/Pu t:up/reproduce mY name, address. photo & details of the 'purpose" for wh ich such assislance is requested/granted, through any

medium, including but not limited to verbal, Print eleclronic, for soliclting donations foI Koshika Foundation and/or disseminating inlormation aboul its

aclivities/achievements. Such use of my photo & details can be made by Koshika Foundation belore or atter my treatment or fulfilment of the 'purpose"

15-06-2023

such"purpose-

future,
3)

}TI]FT

)

n {'nt
)l

6'm)

OutreachManager
(Name,

unit ol(A
AreaBed!


