Request to Attending Physician or Superintendent of Hospital/Clinic
BEEF-IIRRESHEREADSFELN Form B

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

2. This should be completed and signed by either the attending physician or the superintendent of a

hospital / clinic. ZO#H#KIFBLEEFIIFBROEBHFENEE, HhDOELL TS,

3. One form for each month and one form for hospitalization/outpatient (home visit)should be filled out.
BAZE. AR AN EITHE COBRKTBABETT,

Form B #=B Itemized Receipt $EUNEAAZE
Currency paid(ZiLLVEE)
(1) Fee for Initial Office Visit M HE
(2) Fee for Follow—up Office Visit HiZ2%
(3) Fee for Home Visit B35
(4) Fee for Hospital Visit AR EEER
(5) Hospitalization A&
(86) Consultation PEE
(7) Operation FirE
(8) Professional Nursing BREHEME
(9) X-Ray Examinations X EREE
(10) Laboratory Tests HREE
(11) Medicines EEE
(12) Surgical Dressing ansE
(13) Anesthetics W&
(14) Operating Room Charge FHEER
(15) Others (Specify) ZM1th (ITE B BAEE)
(16) Total &t

Important: Exclude the amount irrelevant to the treatment, I-e, extra charge for a bed.
IR EREMF ARICERBROGVEDFXEROTIZEN,

Name and Address of Attending Physician/Superintendent of Hospital or Clinic
BEHEFIREEBROBAE SR

Name #£Hij: Last # First £ Title #8
Address {¥Ff:Home HE Phone EEE
Office JmBTE-ILE2HFT Phone EEE

Date: B { Signature 4






