Form B

1. Please fill in this form so that the patient may claim National Health Insurance benefit.
COKKXFIBEEODERBRRROEMOBRBICWETI DT, ;SEAZHELLET,

2. This form should be completed and signed by the attending physician.
COHRRIFEEENTZAL. M DELLTIIZELY,

3. One form for each month and one form for hospitalization/ outpatient (home visit) should be filled out.

EFRE. F-AR- ARNBIIOE, COKRKXTHBBETT,

Itemized receipt

fH IR BA M E

(1) Fee for initial office visit CIEZ ]

(2) Fee for follow-up office visit BoH

(3) Fee for home visit (e 2

(4) Fee for hospital visit At EEN
(5) Hospitalization A&

(6) Consultation DEE

(7) Operation FiiE

(8) X-ray examination XIRREE
(9) Medication EXE

(10) Anesthetics MEE

(11) Operating room charge Fii=&R
(12) Others (specify) ZDh(EBBAER)
(13) Total a &t
(14)Currency unit BEEA

Important : Exclude the amount irrelevant to the treatment, I-e, extra charge for a bed.

TR oREHFLRICEEBRLVIDOIFBRONTTSL,

Name and Address of Attending Physician,~ Superintendent of Hospital or Clinic
BEEEXIHFEBEHFEROBRIROMER

Name

A1 : Last First Title
¢ e wE

Address : Home BE Phone FEEE

eSS Office BRI X ILZEFR Phone &EEiE

Date : Signature
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