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2) 1 solemnly confirm that assistance_ f received from Koshika Founcation, will be used only for the “purpose”, as stated in this Form, for which such assista
was requested Dy me.

3) | hersby confirm that | have not & will not in future, avall of reimbursement. in part or in full. from any other sourca/employer/insurance company, of the amou
for which this assistance is requested.
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use/publishput-up/reproduce my name, address, photo 4 detats of the “purpose”, for which such assistance is requestadigranied. through any
medium, inchading but not limited to verbal, print, electronic. for soliciting donation: ' Koshika Foundation and/or disseminating information about it's
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for which assistance is being requesied.

2) | (Applicant) further agree that any such use of my name, address, photo & detais of the “purpose”, for which such assistance is requested/granted,
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with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable 1o me.
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