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usefpublisivput-up/reproduce my name, address, photo & details of the "purpose”. for which such sssistance is requested/granted, through any
medium, including but not limited 1o verbal, print, electronic. for soliciting donation- ' Koshika Foundation andior disseminating information about ir's
activites/achievements. Such use of my photo & details can be made by Koshwka roundation before or afier my treatment of fulfilment of the “purpose”
for which assistance is being requested.

2) | (Appicant) further agree that any such use of my name, address, photo & detadls of the “purpose”, for which such assistance is requested/granted,
will not automatically entitie me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
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