Form B
# B T VAT — AR R A

Request to Attending Physician
HIYE~ADHFEL

1. Please fill in this form so that the patient can claim the health insurance benefits.
ZORRRIL, BE ORRERROFET O R FEICSETT O T, FEAZ BV LET,

2. This form should be completed and signed by the attending physician.
ZORRUTH B ERFEAL, D2DBALTFE,

3. One form is required for each month, one form for hospitalization/outpatient visits, and one
form for home visits.

A ABE ABESMEIC, ZORKIKD MBI TT,

[temized Receipt

78 IR BA #E F

(1) Fee for Initial Office Visit w2 B $
(2) Fee for Follow-up Office Visit B &% # §
(3) Fee for Home Visit T 2 B 3§
(4) Fee for Hospital Visit A BE & BEOBE O §
(5) Hospitalization A B B S
(6) Consultation I - S -
(7) Operation F oo & $
(8) Professional Nursing WhEFEHME $
(9) X-Ray Examinations X#maE® $
(10) Laboratory Tests EA S ) o
$ Please provide a description of
s the laboratory tests.
$ FREONBEZTALTIZEN,
$
(11) Medicines E 3 $ Please provide the name and
$ dosage of each prescribed
medication.
$
$ I LT 2« DBED 4 Bk B
$ ALTLZEN,
$
(12) Surgical Dressing IR - S
(13) Anesthetics B W B §
(14) Operating room Charge THE®H §
(15) The Others(Specify) Zofh (Fidm)  $
$
$
$
(16) Total & i $ Unit is
W EAL
Important : Exclude any expenses unrelated to treatment, such as charges for a luxury room.
HE FERI AR | VRIRICE B BRIV D OIEBRNTLIZS W,
Name and Address of Attending Physician 84 £ D4 i & OYFEFT
Name 48l : Last I First 4
Address f£fF : Home HE Phone
Office J& Bz XX 2 AT Phone
Date Hff Signature &4,

Attending Physician (321:4[%)

Reference Number of your Medical Record (if applicable) ¥k =



