Form B
#=X B Itemized receipt

# o B\ @ &'

(1) Fee for intial office visit IR ZE $
(2) Fee for follow —up office visit BaH $
(8)  Fee for home visit (e E $
(4)  Fee for hospital visit AREEE $
(5) Hospitalization NG 3= $
(6) Consultation PEE $
(7)  Operation FirE& $
(8) X-ray exmination X{ReEE $
(9) Medication EEE $
(10) Anesthetics B E $
(11) Oparating room charge Fii=&HR $
(12) Others(specify) D (IEB#AEE) § $
(13) Total a &t $

Important :Exclude the amount irrelevant to the treatment, I-e, extra charge for a bed.

R EREHFARICEEEROBVDLDIFERVTTSL,

Name of Address of Attending Physician /Superintendent of Hospital or Clinic
BYEXTHFREBROBAKR IR

Name
% B Last First Title
i 2 e
Address : Home BE PhoneE:E
* B Officefmle X (332 P Phone & :E
Date : Signature

B ft £ 4%



