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Form B
Itemized receipt
WO | oM E
(1) Fee for initial office visit IRz $
(2) Fee for follow—up office visit Bk $
(3) Fee for home visit w2 $
(4) Fee for hospital visit PN gy $
(5) Hospitalization N $
(6) Consultation B3 $
(7) Operation FhE 3
(8) X-—ray examination X s $
(9) Medication EHRE $
(10)  Anesthetics VR $
(11) Operating room charge FHrEEMA $
(12)  Others(specify) ot GEEEE) $ $
(13)  Total & Ft $
Important : Exclude the amount irrelevant to the treatment, i-e, extra charge for a bed.
B R | R EREEIARRICERBIR O RN S DIFFROT T EW,

Name and Address of Attending Physician, Superintendent of Hospital or Clinic
Y E IR EE R 04 BT R OMERT

Name
4 Al
Last First Title
i % e
Address
F : Home B=E Phone EEH
Office JRBEX I3 Phone EZE
Date
B £+ : Signature

£ 4



