Form B

* Please fill in this form so that the patient may claim the health insurance benefit.
ZOENEEEOBBERROBMORFICLETTOT, iEHEBECLET,

* This form should be completed and signed by the attending physician.
OB YENTAL, 20BH LTS,

Itemized receipt

| B E

[ Please fill in amount in local currency. EMBRE TEALTIEEN ]

(1) Fee for initial office visit R $
(2) Fee for follow-up office visit Bk $
(3) Fee for home visit e $
(4) Fee for hospital visit ABLE B $
(5) Hospitalization N7 ¢ $
(6) Consultation DER $
(7) Operation TR $
(8) X-ray examination X BHHREE $
(9) Medication EFEE $
(10) Anesthetics i $
(11) Operating room-charge FrEE M $
{12) Others (specify) ZOMOEEHE $ $
(13) Total & &t $

. Important : *Please include in appendix 1.
RITOWTHE BIED b ERADTL
Exclude the amount irrelevant to the treatment, I-e , extra charge for a bed.

R ERHE TR ICE R ROV B DR N TSN,

Name and Address of Medical Institution and Attending Physician (or Superintendent)

& PR RS - 10 (B (/RS E) 04 R L OMERT
Name of Medical Institution [EFeHERE4 -

Address of Medical Institution E R OEFT:

Phone Eih

Name of Attending Physician (or Superintendent) {HHIE (¥R EFHR) 4
Last # First 44 Title #5

Home Address of Attending Physician(or Superintendent) B ¥[E (ZiLFREELSE) B £OER:
‘ Phone &%

Date Bf: Signature &4




