Form B

Request to Attending Physician or Superintendent of Hospital / Clinic
YR £ 72 IR R~ DO BHE
1. Please fill in this form so that the patient may claim the National Health Insurance
benefit. Z OHIIE, BHOERMERROMAHEFICLETTOT, FEAZ BBV L ET,
2. This form should be completed and signed by either the attending physician or the
superintendent of the hospital / clinic.
ZORMKIT, HEEEZIIFRROBFHFRNEFEE, NOBAEZLTIEIVY,
3. One form for each month and one form for hospitalization / outpatient (home visit)
should be filled out. ZOM#IE, FH L. At APtshZ LT o0& —HLETT,
4. If not in dollars please specify the unit used.
RS OBEDEEIE, TOFEEZENTIEE,

Itemized Receipt

R FE A MEE

(1) Fee for Initial Office Visit W2k $
(2) Fee for Follow-up Office Visit 2k $
(3) Fee for Home Visit X2k $
(4) Fee for Hospital Visit AP Bk $
(5) Hospitalization NI $
(6) Consultation EE $
(7) Operation ST ¢ 3
(8) X-ray Examination X MR A2 $
(9) Laboratory Tests RO R $
(10) Medication S b
(11) Anesthetics SR $
(12) Operating room charge Fifr=E 3
(13) Others (specify) Toft (HAWE) $
(14) Total &t $
Unit is

15 s BT
Important: Exclude the amount irrelevant to the treatment in payment for a luxurious room

charge.

TR SlRESSERRICEZBRO 2V O, BRWTTIW,



Name and Address of Attending Physician / Superintendent of Hospital or Clinic
FHY [ IR R OA R LR

Name 4 i : Last Itk First 4 Title Fr7ar
Address {37F : Home HFE Phone fEi
Office JRPE X IER2HERT Phone fEZ

Date Hft: Signature E4
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