Form B

% X B
Request to Attending Physician
HYE~DBREV
»This form is used for claiming the social insurance benefit.
(Z ORISR OMBMORFEICL LY ShET, )
»This form should be completed and signed by the attending physician.
(ZOBRFHYEREE HOBLLTTFEN, )
»One form for each month, one form for hospitalization / outpatient and home visit.
(&AM, ABE « ABSSMEIZOE, 2O 1 KBS KNETY, )
Itemized Receipt
(BRI HIHE)
1. Fee for Initial Office Visit w2 B
2. Fee for Follow-up Office Visit P2k
3. Fee for Home Visit ER2k
4. Fee for Hospital Visit NS
5. Hospitalization PN
6. Consultation st
7. Operation Tl
8. Professional Nursing WEE e 2
9. X-Ray Examinations X Hptp A
*Please fill in the content
10. Laboratory Tests * PRI AT of The Laboratory Tests.
) FHEMRAEONAEETAL T
TSV,
11. Medicines ** [75 S e **Please fill in the name and
. the amount of the prescription
of an individual medicine.
. ST LT fE 2 DIEOLFRE B
12. Surgical Dressing T ZRALTIIZEN,
18. Anesthetics VR
14. Operating Room Charge FirEREH
15. The Others (Specify) Z O rREE &)
16. Total A 7t Unit is GREHAL)

Important: Exclude the amount irrelevant to the treatment. i. e, payment for a luxurious room charge.
TR Rl R, BRI EHERR LW S DTN T ES 0,

Name and Address of Attending Physician
Y= XD KA K OMERT

N ame Last()

First (42)

Address Home (H=%)

Phone (&%)

Office (FEBE X IXZHHD

Phone (FE&E)

Date (HF) /

Signature ((244)

Attending Physician(H 24 %)
Reference Number of your Medical Record (if applicable)

IR DE




