Form B

R B
Itemized Receipt
DR
(1) Fee for Initial Office Visit U 2 B 3
(2) Fee for Follow—up Office Visit B 2 & 3
(3) Fee for Home Visit % 2 ¥ 3
(4) Fee for Hospital Visit AB & B} $
(5) Hospitalization AN Pt & $
(6) Consultation v 52 B 3
(7) Operation F oIy & $
(8) Professional Nursing TG Im $
(9) X-Ray Examinations XA & $
(10) Laboratory Tests R - ¢ 3
(11) Medicines =3 & 3
(12) Surgical Dressing (I < ¢ 3
(13) Anesthetics B OEE 3
(14) Operating Room Charge Fifr=E M $
(15) The Others (Specify) FOM L) 0§ $
$ $
(16) Total & t $
Important: Exclude the amount irrelevant to the treatment, i. e, payment for luxurious room
R : charge.

itk S BHER R I SRR DR B DIFER N TR &Y,

Name and Address of Attending physician ~ Superintendent of Hospital or Clinic
FH2Y 5= S5 e 555 1= D44 BT S OME T

Name : Last First Title
Eail] i Za
Address Home H=E Phone &7
i
Office Jile X2 HE AT Phone Tz
]%aﬁ Signature

T4



