Form B

Itemized receipt

FRIRBIHE
Country (E ) Currency GEE Bifir)
Items HA Amount (£%8)
1 Fee for intial office visit 2
2 Fee for follow-up office visit BZH
3 Fee for home visit =229
4 Fee for hospital visit AREEN
5 Hospitalization A&
6 Consultation PEE
7 Operation FiliE
8 X-ray examination XIRREE
9 Medication EXE
10 Anesthetics WRELE
11 Operating room charge FHi=EEA
12 |Others (Please mention the details in the following blanks.) {Z®M1h)
Items HE Amount ($£%8)
Others Total TDOfthEE
13 Total &t
Important: Exclude the amount irrelevant to the treatment,i—e,extra charge for abed
T B OREHNF ARICEEBEFROGVDEDIFERNTIEZSL,
Name and Address of Attending Physician/Superintendent of Hospital or Clinic
BYEFIREEFROBAES KCER
Name Title
Al s
Address: Home Phone
EF BT Bz
Office Phone
U EIEEE 2 s
Date(ZEAH) Signature(E4£)




