Request to Attending Physician or Superintendent of Hospital / Clinic

HYEX I REEBRADHREL

1. Please fill in this form so that the patient may claim the social insurance benefit.

COHRITEEHEDHERIROMBTORFICHRETT DT, FAAZHBELLET . HRE

2. This form should be completed and signed by either the attending physician or the K4
superintendent of a hospital / clinic.
COBRKIFEEEXITREOEHRENEE. HhDOBALTTIL,

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

filled out. E
LA E. AlR- AN E(ZfF. COBRK1BMHBBETT,

4. If not in dollars, please specify the unit used.

RFILLSADEMDIGEIXZDOEEENTTSLY, Tel.
Form B [temized Receipt
#% ®B FRIRARHE
(1) Fee for Initial Office Visit hNEZH S
(2) Fee for Follow-up Office Visit B 2 # 8§
(3) Fee for Home Visit TF2ZH S
(4) Fee for Hospital Visit AlREEE  $
(5) Hospitalization A Bt & $
(6) Consultation PTEE S
(7) Operation FME $
(8) Professional Nursing BEXEEME S
(9) X-Ray Examinations XEREE $
(10) Laboratory Tests EREE $
(11) Medicines EEXE& 8
(12) Surgical Dressing a @ & $
(13) Anaethetics wBE S
(14) Operating Room Charge FHEER $
(15) Others (Specify) ZMih (IEBBAEE) $ $ $
Unit is
EWEM
(16) Total a iO8

Important : Exclude the amount irrelevant to the treatment, l.e., payment for a luxurious room charge.

T B ERENFARICEEEROBVDLDEFROTTEL,

Name and Address of Attending Physician / Su\perintendent of Hospital or Clinic.
BEEEXIHFEEEHEROLAIROER

Name 4Bl : Last 84

First 44

Title 5

Address {¥ P : Home B=E

Phone &iE

Office BT X (X2 HET

Phone & iE

Date : B¢

Signature & £




