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1] 1 'hereby confirm that all details in this Form are True 16 the best of my knowtedge. Any falee statement will rerder my Appbcation & ongoing assistance, if any,
liable for rejesienioancediaiion
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was requesied by me

311 hereby confimm that | have rot & will nobin future, avaid of felmburssment. in par o in full, frim-any other sourcelemployerinsurancs company, of he amount
farwiich thiz assistancs is requested

|3 8 s s B ogn e G e m mh S S S e W 9 9 9 S G T S s W oW 0 S we e W e 4

21 g o we ol YRl T, ® A ow ot F, a5 R gl © e e owm, B ms f wm

3) ¥ o wm o f frn e 6w b w0 8, 59 afn w0 A ow s feen e o s s 8 5 o frn § ot o wivr A
AGREEMENT by APPLICANT (=vi=% gm wue)

1) By-affixing my signatura or thumb impresslon en this Form, | (Applicant) hereby agrae & 2uihonse Koshike Foundation and [¥s Trustees o
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will pot aulamatizally entitle ma far receiving or santinuing the ssid-essistance. The decision far granting andior continuing the assistance will rest solaly
wilh [his Trustues of Koshiks Foundatlon, and Iheir dacision is thée regard will be final and stoeptable 1o me.
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AGREEMENT by HOSPITAL (wemm §1i %)
By affixing herunder, signaiure of our Authossed Signatory for racommanding this caselpatient for finencial dstistance fram Koshika Foundatian, we
[Haspitalf herety affirm & accept following:
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2} The asgistance from Koshika Foundstion isanly financial in matura. The chaice of the treatmentprocedure advisadiormdustad by tha Hosoital on the
patizny, i8 basad an (ha arrangement belween the patient & he Hospilel, and |8 in no way infiuencad by Koshika Foundalion, Hence, the Hospital will

assume sole & complste responsibility of tha teatment & it's cutcoms & sofety of ihe petient, and Koshike Foundation will have no rmie or responsibility
in e maiior.
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