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1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,

liable for rejection/cancellation.
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1) By affixing my signatu re or thumb impression on this Form, t (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publ ish/put-up/reProd uce my name, address, photo & details of the 'purpose', for which such assistance is requested/granted, through any

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activilies/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the'purpose"

for which assistance is being requested.

2) I (Applicant) further agreathai any such use of my name, address, photo & details of the'purpose', for which such assistance is requested/granted,

will noi automatically entile me for rlceiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be flnal and acceptable to me.
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