F B 1, This form is used for claiming the health insurance benefit.
orm COHKIIREREOMBMFDOBREBIZERINET,

2, This form should be completed and signed by the attending physician.
COHKITELENES, HDOEALTTILY,

3, One form for each month, one form for hospitalization/outpatient and home visit.
ZRE. Al AIRSNEIZ. COBXS1HRBETT,

[temized Receipt
FEUNERHHE

1, Fee for Initial Office Visit CIEZ 2
2, Fee for Follow—up Office Visit (BZH
3, Fee for Home Visit ()
4, Fee for Hospital Visit (ABREEEH)
5, Hospitalization (AIR#E)
6, Consultation (BRHE)
7, Operation (FfT#E)
8, X—Ray Examinations XIRBEE)
9, Tests Performed FEREH)
> Please provide details below KLUTICRENBOFHMELALTIZED,
10, Medicines (BEEH) XUTICELKRE-ZRSEERALTUZEN,

X Please provide the name and dosage for each medication

11, Anesthetics (FFEYE)
12, Operating Room Charge (FHEER)
13, Other (Please specify) (Z Dt 4550

Total
Currency Unit

IIHPOITﬂnt CBE D)
Exclude any irrelevant costs to the treatment, i. e. payment for private/deluxe room.
FE) EREH-EAEHEGEDAEICESBFZRLTZOEDIXRRLNTESLY,

ATTENDING PHYSICIAN INFORMATION GELEERED
Medical Institution Name (EEHER)

Address  ({EF) Phone (ZE&S)

Name of Physician (BHEKR) Title &)

Medical Record Number  (#2#%#%%) Date (GZAH) Signature (E#)
/ /

> Attending Physician (84%)



