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2} | solemnly confirm that ssslstance, if received from Hoshika Foundation, will be used anly for the "purpose”. as stated In this Fom, for which such assistance
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3} | hierehy confirm ihat | have not & will not in tullere, avall of reimbursement, in pant or in full, from any oiher saurcelamploverfinsumnce company, of the amaunt
for which thin assisiancs & raguested

1) e s {5 w4 fid o T S e % s e wd i & oft Wl faon o s o @ A9 e P 9 W as

3 ¥ wn = T T e wrEaet AW T d e wwdn s et qfg @ feet Pent o W o v d o omn

1) & ofic won | 1% T s o5 o wen o nf R, = o W soee w awe fire el s w P alm s # S A B ks 3 o wEw o S
AGREEMENT by APPLIGANT (smies @1 %77}

1) By affixing iy sibnature or thumb impression on this Form, | (Applicant) herety agree & aulborse Koshike Foundalion and ivs Trusiges to
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By afluing hereunder signaturs of our Aulhonsed Signatory fof recommanding (ks case/patient Tor financial assistancs from Koshiks Foundabon. we
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requesting 1o gat fram Keahika Foundation, to the extent that such assistance |s granted by Koshika Foundation. |f the requested aesistance fs nol graniad
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palient, is basad on the erangemant batween the patient & the Hospital, and i in oo way Influenced by Keshika Foundation, Hence, [he Hospatal will
Hegume sole & complets respancibility of the tregtmant & i's outcome & safety of the patient, snd Koshike Foundation will have na role or respansibility
in tne matiar
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