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1) I hereby confirm lhat all delails in this Form are True to the best of my knowledge. Any false statement will render my Appllcauofl & ongolng asslstancs, lf any,

liable for rBJectiodcancellation.

2) lsolemnly aonlrm that assislance, ifreceived from Koshika Fgundation, willbe used only for the'purpose', as slstgd ln thls Fo,In, for whlcfi sudl asslslanca

was requested by me.
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for whidl this assislancs is request8d.
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1) By amxing my signature or thumb impression on this Form, I (Applicant) hereby agree & au

use/pubttstrlputiup/ieproduce my name, address, photo & details ofthe'purpose", for which s

medium, inciuding bui not limited to verbal, print, eleclronic, for soliciling donations for Koshik

activitiedachieYements. Such use of my photo & delails can be made by Koshika Foundation

lor which asslstance is being requested.

il r (nppricant) runrrer agreithaiany such use of my name, address, photo & details ot lhe "purpose', tor which such asslstance ls requestEd/grantod,

wilt Li automiticatty enlitle me forreceiying or continuing tie sald asslstance, The declslon for granting and/or continuing lhe ssslstanc€ vvill resl sololy

withlheTrusteesolKoshikaFoundation,andtheirdecislonisthlsregardwillbefinalandacceptablelome.
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