Form B Request to Attending Physician or Superintendent of Hospital / Clinic
MY EELBWREFEE~NDBRE W

1. Please fill in this form so that the patient may claim the national health insurance benefit.
ORI R O RABFEAR RO O HFEIZ A TTOT, iEZE BV ET,
2. This form should be completed and signed by either the attending physician or the superintendent of
a hospital/clinic. TOREANEH Y B IR BB EASFLAL, P DOBAL TSN,
3. One form for each month and one form for hospitalization/outpatient(home visit) should be filled out.
B A, F2 AR ABIMEIZOZ ., 2O B ETT,
4. If not in dollars, please specify the unit used.
RALADEHEDBGEFZDBEHNTIIEEN,

Itemized Receipt

#/O WM E
(1) Fee for initial office visit IR 4 $
(2) Fee for follow—up office visit  HZF $
(3) Fee for home visit 2 $
(4) Fee for hospital visit ARt P $
(5) Hospitalization ABé: $
(6) Consultation (/23 $
(7) Operation Tl $
(8) X-ray examination Xtk A 2 $
(9) Medication 3% V83 ¢ $ ¥Please fill in the name and
the amount of the prescription
of an individual medication
MAULF LTl % DEED 4 FRE
WAL TSN,
(10) Anesthetics JR 2} $
(11) Operating room charge TR B $
(12) Others(specify) Zoft(HEWE) $ 3
(13) Total & &k $

Important : Exclude the amount irrelevant to the treatment,I-e,extra charge for a bed.
W R SRS ESHRERCEERIROROBDIFBRNT FEN,

Name and Address of Medical Institution and Attending Physician (or Superintendent)
BRI « 1S R (F 3R B R ) DA RT B L O
Name of Medical Institution ERER44:

Address of Medical Institution FEREREBEDA:FT:

phone
Name of Attending Physician (or Superintendent) 4 (Eldmbe i) K4
Last #k First £ Title #%5

Date HAY © Signature B4,




