Form B

ltemized receipt

Wl B W

(1) Fee for initial office visit IR Y $
(2) Fee for follow-up office visit GIE/SE ) $
(3) Fee for home visit (EE 7 $
(4) Fee for hospital visit UNUHESLE S $
(5) Hospitalization PN $
(6) Consultation B $
(7) Operation Filr $
(8) X-ray examination XirmEE $
(9) Medication E3EE $
(10) Anesthetics JRI B $
(11) Operating room charge TFilrE=EH $
(12) Others(specify) Z Al (FHEHED) $ $
(13) Total C1| $

Important : Exclude the amount irrelevant to the treatmentl-eextra charge for a bed.

HEORE ERENESRRCERBEROEOEDBERNTT RN,

Name and Address of Attending Physician,/Superintendent of Hospital or Clinic
{24 2R SUSSRFE ST = D4 8 B UM

Name
LA . Last First Title

ek % e
Address . Home H% Phone TEiH
{7 Office b SIULE2 W Phone 7FEif
Date : Signature

EI0) H4



