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Form B
Itemized receipt
T ¥ B G| ==

(1) Fee for initial office visit IRy $

(2) Fee for follow—up office visit 2k $

(3) Fee for home visit T2 3

(4) Fee for hospital visit AP Bk 3

(5) Hospitalization NS $

(6) Consultation R3¢ $

(7) Operation Ty $

(8) X—ray examination XFAR A $

(9) Medication EE ¥y 3

(10) Anesthetics JPR Ry 3

(11) Operating room charge Fir=EH $

(12) Others(specify) Z Ofh CEE BIED) $ $
(13) Total & at 3

Important : Exclude the amount irrelevant to the treatment, I-e, extra charge for a

bed.
H R ARERERRICEERRO LWV DIFERWT R &V,
Name and Address of Attending Physician, Superintendent of Hospital or Clinic
FH 2 = IR BB & O 4 R OMFERT

Name
eIl :  Last First Title
ek 4 P
Address
Frr : Home HF Phone EiE
Office JpBE X ITRZHRIT Phone 7B
Date : Signature

AT Eh




