oY

4.

Regquest to Attending Physician or Superintendent of Hospital / Clinic
YR F AR R~ OBV

. Please fill in this form so that the patient may claim the social insurance benefit.

C ORI REORSEROBTOBBINETTOT, iAZBEAWVWLET,

the superintendent of hospital / clinic.
IOBFUTELYEELIRIREERIEE, HoBALTIES Y,

&R, AB - Az, SORKIEBLETT,
Please fill in the description of service other than listed items.

K16 FOMOERITIE, 1~15 1Y LEWBRAEZEALTT S,

. This form should be completed and signed by either the attending physician or

. One form for each month and one form for hospitalization / outpatient (home visit) should be filled out.

[temized Receipt

TR BA A&
orm Bl #3\B
Description Unit Amount

(1) Pee for Initial Office Visit EE
(2) Fee for Follow-up Office Visit Bk
(3) Fee for Home Visit EZH
(4) Fee for Hospital Visit AT R
(5) Hospitalization NS o
(6) Consultation PBERE
(7) Operation FHiE
(8) Professional Nursing UHEE o TE
(9) Radiology EHRZW

O X-Ray Examinations (X #4387 %)

O Ultrasound (MBEEHRE)

O Nuclear Scan (1% [E 2 H7)
(10) Laboratory Tests HRER
(11) Medicines EIEE
(12) Surgical Dressing AEHE
(13) Anesthetics i35 4

O Local (F%8) O Spinal(#FHE) O General (£5)
(14) Operating Room Charge FHERA
(15) Physiotherapy PR
(16) Others (Specify) Zoft (FREBR)
Total Fee GEil

<IMPORTANT> Exclude the amount irrelevant to the treatment, i.e., payment for a luxurious room charge.

<EE>

BRERE, BRCHEEBRZOENHORBRNTIEEN,

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

BUE £ IR EFEROA TS L ORER

Name Last First Title
1 e £ wE
Address : Qffice Phone
Al & T FLEB R D ETEHY &

Date

Signature E4




