Request to Attending Physician or Superintendent of Hospital .~ Clinic
Y ERE 72 1R EB R~ DO RBREV

1. Please fill in this form so that the patient may claim the National Health Insurance
benefit. ZORMKIL, BHEOEBRBRRR O REEICLETTOT, GEREZ BV LET,

2. This form should be completed and signed by either the attending physician or the
superintendent of the hospital / clinic.
Z ORI, BYEMEREOEH ENEES, D OBLEL TWLIEI,

3. One form for each month and one for hospitalization / outpatient (home visit) should
be filled out. ZOFRKIE, &HIE ABE ARSI ElICoEF ML ETT,

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

Form B Itemized Receipt
oI OB M E
(1) Fee for Initial Office Visit Wzt $
(2) Fee for Follow—up Office Visit Hrk $
(3) Fee for Home Visit TEZ B $
(4) Fee for Hospital Visit AP Bk 3
(5) Hospitalization PN $
(6) Consultation 23 ¢ $
(7)  Operation FilrEr $
(8) X-ray Examinations X WA 2y 3
(9) Laboratory Tests AR 3
(10) Medication = Sy by
(11) Anesthetics JRIE by
(12) Operating room charge FirEEH 3
(13) Others (specify) ZOM(HAEWRL)  $
(14) Total Bt $
Unit _is
AL

Important: Exclude the amount irrelevant to the treatment in payment for a luxurious
e room charge. ERREEHEIRFEIZERERBEGRRNE O, BROTLIEEN,

Name and Address of Attending Physician / Superintendent of Hospital or Clinic
824 [ Ff SR BB e 040 B R OMERT

Name £ i - Last @ First 4 Title ¥
Address {¥fT : Home HZE phone #&af
Office JEBEIFR2HEIT phone &

Date HfT : Signature E#4




