Request to Attending Physician or Superintendent of 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
hospital or clinic.
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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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4. If not in dollars, please specify the unit used.
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Form B Itemized Receipt
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(1)  Fee for Initial Office Visit ok $
(2)  Fee for Follow-up Office Visit &k} $
(3)  Fee for Home Visit Lk $
(4)  Fee for Hospital Visit PN $
(5)  Hospitalization N $
(6) Consultation FE 34 $
(7)  Operation Tl $
(8)  X-Ray Examinations XA 2 $
(9)  Medicines =3 H $
(10) Anesthetics BRI $
(11) Operating Room Charge Tl $
(12) The Others (Specify) ZoMEEE) $
(13) Total Al $

Important: Exclude the amount irrelevant to the treatment, i.e, payment for Luxurious room charge.
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Name and Address of Attending physician / Superintendent of Hospital or Clinic.
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Name 44#i; Last First 4 Title #e
Address {¥FT; Home BH=E Phone &%
Office Wikt /L2 T Phone &:E

Date H f+ Signature -4




