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was roquacted By ME

) | hisratyy confirm that | Bzwe nal & il not in foturs, svall of reimbrirssmant, in pan oe in il fram any aifver sourceiemployeritsurances company, of the amount
fer which this asss=tance s requestad '

1) % siem i € 6 TR T A A T Y Tewo S0 W ¥ SRR e e e #) uft S S u wes e wn am § A 4 s Fee W oW

3) B = e o e e, 2 S b T T i w3 = e e e, w6 wowee € o

3 gfe rwu{ﬁﬁwmﬁmﬁhﬂﬂtmmwmwmﬁmﬁ;ﬁmwmmm:‘ruﬁmtﬂnﬂmﬂt'b‘nl
AGREEMENT by APPLICANT ( simies gl &)
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assume sole & complets responsibliity of (he treatment & 1's outcoms & safsty of the patiant, and Koshike Foundation will have no mie or responeibilit
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