Request to Attending Physician (3B 4EADHSHELY)
1. This form must be certified for the patient to apply for health insurance benefits
COHRRITIBEORERROWBITOBRBICVHELDT, SIAZHELLET,
2. This form should be completed and signed by the attending physician.
COHFRITEHENTEAL, HhDBRALTIZSLY,
3. One copy of this form is required for each month and for each inpatient and outpatient visit.

EAE. FAR- ARSI R) BIZOE, COBRKNBIRETT,

FormB Itemized receipt
F&=X B B ME
Monetary Unit GEEB{IL)

(1) Initial medical fee 7 2 #H
(2) Medical follow-up fee BEH
(3) Home visit T2 M
(4) Administrative fee for hospitalization A& Ef}
(5) Hospitalization AR &
(6) Medical consultation DEE
(7) Operation FhE
(8) Examinations BEEE
(9) Medications EXE
(10) Anesthesia BB
(11) Operating room charge FHEER
(12) Others(specify) Z D1 (I8 B BAED)
(13) Total & &t

Important : Exclude the amount irrelevant to the treatment,i.e. extra room charge.

TR eREMNFARICEEBFRLTVLOEBRVDTTSL,

Name and address of attending physician or superintendent of hospital or clinic

HUEXITHFREHROAMBENER

Name (£ 7il) : Last (%) First (%) Title (FF5)
Address ({¥Ffr) :Office Phone
(fRPEX L2 ) (B
Date Bft / / Signature(ER&)

Attending Physician(384[X)
Reference Number of your Medical Record Gf applicable) ZEiCixDES




