Form B Ttemized receipt (MEDICAL)
I A M E ERD

1. This form is used for claiming the health insurance benefit.
Z ORI HEFRRROIG T O FESIE R S E TS

2. This form should be completed and signed by the attending physician.
ZOREUTEENTA L, D0B4 LT IEENY,

3.0ne form for each month and one form for hospitalization / outpatient.
THITEL AR - NG &2 Z O 3BT,

4.Fill in the insurance fee in your country currency. Ex ($, W, ¥--)

HIRT-DEOFEE T, REEHAZREE I,

1. Country [EA4] Currency [AEFH]

Items H H Amount [4%H]
(1) Fee for initial office visit FlE S
(2) Fee for follow—up office visit 2kl
(3) Fee for home visit F2Ek
(4) Fee for hospital visit N FER)
(5) Hospitalization PN
(6) | Consultation A
(7) Operation T
(8) X—ray examination Xy
(9) Medication =S
(10) | Anesthetics R
(11) | Operating room charge Fhfr==E H
% Please mention the details in
(12) | Others TOft i the following blanks.
Ttems H OH Amount [4&%H]
Others total ZOMEFT
(13) | Total R

¢ Exclude the amount irrelevant to the treatment, i.e., extra charge for a bed.

2. Name and Address of Attending Physician / Superintendent of Hospital or Clinic

Name [44R]

[(FEYS1ES I s R DA R OERT]

Title [#75]
Address [f3FF] Home :

Please fill in the back as well.

Phone :

Office :

Phone :




3.  The medical service details [EHEHISMEE/TEH]
(8) X-ray [X##]
Parts of the body examined by X—rays (e.g. hand, chest, etc. ) [V NP A a LT-E/M)

No. of films [#Zk] pieces
Cost [&%H]

Check CT or MRI [CT SUJZMRI (ZF = v 7] CICT , [CIMRI
Part of the body examined by CT or MRI (e.g. head, body trunk, etc.)

Cost [4%H)

Laboratory tests [fifx]
Date of tests [HifH] Kinds of examination [#i#44] Cost [4%H]

(9) Expenditure of medicine [[ZE#EE]

Name and unit of Daily dosage Duration of Cost
dosage of medicine [1 B&5E] Administration [&%H])
(&8, - Hifr] [#¢5-B%4]

(1 2) Other expenditures which do not include from (1)the fee for the patient’ s first visit to (10)the

anesthesiologist’ s fee and the fee for anesthetic drugs.

[ZDf (1) FR2E~ (1 0) Bl % Clog Ehn/en b o)

Expense of materials, Expense of consumable goods Cost
FPEMR, THFEL ] (%]

Date [FoAH]
Signature of Attending Physician [HY4[EZ4]




