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1) By affixing my sighalute of thamb impeession oo this Form, | (Applicant) hereby agree & authonse Koshina Foundation and Ifs Trustees ©
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activitiestachiovemants. Such use of my photo & cetails can be made by Koshika Foundation bafore or afior my ireatmaent oc fullimant of the “purpose”
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with the Trustees of Koshia Foundation, and thed decision is this regard will be final and acceplable 1o me.
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1 the matter.
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