Form B

ltemized receipt
e 4 b A

PRI B A &

(1) Fee for initial office visit LIS $
(2) Fee for follow-up office visit B2k $
(3) Fee for home visit E2H $
(4) Fee for hospital visit ABeE Bpt $
(5) Hospitalization NG| $
(6) Consultation DB $
(7) Operation FifrE $
(8) X-ray examination XRREE $
(9) Medication . B $
(10) Anesthetics IR E $
(11) Operating room charge FiiEEH $
(12) Others(specify) ZDfh (HEFAED) $ $
(13) Total A at 3

Important . Exclude the amount irrelevant to the treatmentl-e,extra charge for a bed.

F R ERENEERCEEBEROENEDIEIERNTTEN,

Name and Address of Attending PhysicianSuperintendent of Hospital or Clinic
0 R SUFRBE R R D4 Al R OMERT

PA) . Last First Title

g3 % e
Address : Home HE Phone %%ﬁ_
e Office Rkt XILZERT Phone &5
Date : Signature

AT &4



