Request to Attending Physician or Superintendent of Hospital/Clinic

PSR E72 I DIRBE s R ~DISFEL

1. Please fill in this form so that the patient may claim the national health insurance benefit.
CORRAUTEE O E RMEFIRR O OHFEICKNIETTOT, FEAZBIVLET,

2. This form should be completed and signed by either the attending physician or the superintendent of
hospital or clinic.
CORFUTHY EETRBE DO FH RN EE, 1 OBH LTI,

3. One form for each month and one form for hospitalization / outpatient (home visit) should be filled out.
B 1, ABE, ABSMEIITE, 2O LETT,

4. Ifnot in dollars, please specify the unit used.
FIVES O DB AT E D FEFN TSN,

Form B Itemized Receipt
£B iE U B A
(1)  Fee for Initial Office Visit W EE $
(2)  Fee for Follow-up Office Visit 2% $
(3) Fee for Home Visit Ek $
(4)  Fee for Hospital Visit NS $
(5)  Hospitalization N $
(6) Consultation Bty $
(7T)  Operation Fhlit $
(8)  Professional Nursing LHES S T $
(9)  X-Ray Examinations XA $
(10) Laboratory Tests e $
(11) Medicines P S $
(12)  Surgical Dressing A $
(13) Anesthetics BRI $
(14) Operating Room Charge A2 F $
(15) The Others (Specify) Zof(EAWRE) 3§ $
$ Unit is
(16) Total aal $ (B HAAT)

Important: Exclude the amount irrelevant to the treatment, i.e, payment for Luxurious room charge.
TR ik S BRI CE B VB DI FR N TZEN,

Name and Address of Attending physician / Superintendent of Hospital or Clinic.
Y E7 DB F B R D4 TR OMERT

Name 4Hif; Last #t: First 4 Title #r5
Address £F7; Home BE%® Phone %3
Office JBBE E7=IX2 AT Phone &3z

Date H Signature &4




