Form B Itemized Receipt fAINEBHES

(#KB)

Request to Attending Physician BXEAODSHFAL

O Please fill in this form so that the patient may claim the health insurance benefit.
COHRRIERBOERFRROBIORBCHETIOT, SEAZHRELLET,

O This form should be completed and signed by the attending physician.
CORRIEHEEN AL, MOBALTZEN,

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

BRB. FAFE ABSMBICOE, oMK 1 MW ETT,

Name of Patient (Last, First) E£&%&

Country E& Currency unit BEEfAT
Item (IEH) Amount (£%8)
1 | Fee for Initial Office Visit (F2H)
2 | Fee for Follow-up Office Visit (F\zZH)
3 | Fee for Home Visit (FE2M)
4 | Fee for Hospital Visit (ABTEIER]D)
5 | Hospitalization (A=)
6 | Consultation (ZR8)
7 | Operation (&)
8 | Professional Nursing (£ EEME)
9 | X-Ray Examinations (X#F1REEH)
10 | Laboratory Tests (FERAE)
Please fill in the content of the
Laboratory Tests.
ERBOANBETAL TKZAL,
11 | Medicines (EZE)
Please fill in the name and the
amount of the prescription of an
individual medicine.
WA UIZFEOZIN 22 AU TLRE,
12 | Surgical Dressing (BFE)
13 | Anesthetics (RRERES)
14 | Operating room Charge (Fil=EH)
15 | The Others (Zofth-4552)
(Specify)
Total &5t

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

R ZERE BRICEEBRRVBDERBRVTZS,

Name and Address of Attending Physician iBXED&HIRMEFR

Name %Rl Last i First % Title #55
Home Address BE{EFT Phone &E:&
Office Address JmFEXI($F2BPTOERR

Office JRPFEXI(FZBEFTDZFR Phone &Ei&

Date Hfd . . Signature E#&

Attending Physician {8HE

Reference Number of your Medical Record (if applicable) Z2EFNES
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10. FEIREEDOAER

11. EEREOANR (RORI £)

15. Zofft (#Fc51R)
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