Request to Attending Physician or Superintendent of Hospital/ Clinic
Y E TR R R~ DB
1. Please fill in this form so that the patient may claim the national health insurance Dbenefit.
Z ORRRITBAE OFE REFRR OB OHFEHINETT O T, EHEZBENLET,
2. This form should be completed and signed by either the attending physician or the
superintendent of a hospital/ clinic
Z OIS E RO FERRNEE . 2 OBEA LTIV,
3. One form for each month and one form for hospitalization/outpatient (home visit) should be
filled out.  &FAfE. APt - ABSMEIOE, ZOFEXRKIETT,
4. If not in dollars, please specify the unit used
RA LSO DG AT EDEETFNTLEINY,

Itemized receipt

HOU B M FE
Form B (#£\B)

(1) Fee for initial office visit W2 E $
(2) Fee for follow—up office visit H2e $
(3) Fee for home visit TERZ R $
(4) Fee for hospital visit AP B $
(5) Hospitalization PN $
(6) Consultation PRE $
(7)  Operation Tl $
(8) X-—ray examination X #pm A g $
(9) Medication = SRy $
(10)  Anesthetics VR $
(11)  Operating room charge FiT=2EH $
(12)  Others(specify)Z Oftt (P HBHFT) $ $
(13)  Total & R $
Important : Exclude the amount irrelevant to the treatment, i-e, extra charge for a bed.
E R D IR ERPEIR IR ICEBEBIR O RV b DIFERNT TS0,
Name of Patient [ a5t First 4
B4

Name and Address of Attending Physician”Superintendent of Hospital or Clinic
24 B SR R 04 i & OMERT

Name #iHij : Last I First 4 Title 5
Address fEFT : Home HE Phone EE
Office JRFE X ILE2 T Phone &7

Date Hff : Signature &4




