Form B

/ Request to Attending Physician or Superintendent of Hospital / Clinic

hospital / clinic.
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1 Please fill in this form so that the patient may claim the National Health Insurance benefit.
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2 This form should be completed and signed by either the attending physician or the superintendent of the
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3 One form for each month and one form for hospitalization/ outpatient (home visit) should be filled out.
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{ If not in dollars please specify the unit used. RALIADBEDL AL, TOFEZZEN T ZE W, /

Itemized receipt

w0 B E

(1) Fee for initial office visit Wz k

(2) Fee for follow-up office visit skt

(3) Fee for home visit 1EZE

(4) Fee for hospital visit NIt
(5) Hospitalization NG ¢

(6) Consultation R3¢

(7) Operation T

(8) X-ray examination X s A 2y
(9) Laboratory Tests AR
(10) Medication = K

(11) Anesthetics IR

(12) Operating room charge Fifr=% H
(13) Others (specify) Z Ot (HE H BFE)
(14) Total a B

Important : Exclude the amount irrelevant to the treatment in payment for a luxurious room charge.

T E R ERHERR IR I CEEEIR O N S DRV T S0,

Unit is
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Name and Address of Attending Physician,~Superintendent of Hospital or Clinic
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Name

44 il : Last First Title
i v PR

Address : Home BHFE Phone EES

il Office JHle X IX2 T Phone E:S

Date : Signature
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