Request to Attending Physician or Superintendent of Hospital/ Clinic
HYE AR EERE~OBEN
1. Please fill in this form so that the patient may claim the national health insurance
benefit
ZOEILBE O BREFERROBMNOBRBICSLETTOT, SEREBEVCLET,
2. This form should be completed and signed by either the attending physician or the
superintendent  of a hospital / clinic
ZOBRRIIBRYEURROFERENEE, 2 2BLLTTEWN,
3. One form for each month and one form for hospitalization /outpatient (home visit) should be
filled out. HRAE. A ABSEICOE, ZOBXRBETT,
4. If not in dollars, please specify the unit used
FALSOEEDZRIZITDEEZE N TSV,

ltemized receipt

WO M EF

Form B (#3.B)

(1) Fee for initial office visit ElEC e $
(2) Fee for follow—up office visit B2k $
(3) Fee for home visit =26 $
(4) Fee for hospital visit C ARREEE $
(5) Hospitalization _ N $
(6) Consultation BER $
(7) Operation FirE $
(8) X-—ray examination XBRRER $
(9) Medication EXR $
(10)  Anesthetics FRERE $
(11) Operating room charge FIERA $
(12)  Others(specify)Z Dt (EH H30) $ $
(13)  Total ' & &t $
Important : Exclude the amount irrelevant to the treatment, i-e, extra charge for a bed.
T B - : R EREFIRRICEEBERO 2V B OIRBRONTT &V,
Name of Patient
BEA Last # First 4

Name and Address of Attending PhysicianSuperintendent of Hospital or Clinic
182 E LR R 04 BT R OHERT

Name #4%®]  :Last # First £ Title #%&
Address {¥PF7 :Home HE Phone EiE
Ofﬁce %ﬁxbi%ﬁ@? Phone %%ﬁ‘

Date Bft : Signature B4



