Form B

ltemized receipt

OB F

(1) Fee for i.rlitiﬂ office visit ¥EeH ‘ .$
(2) Fee for follow-up office visit -  Higk $
(3) Fee for home visit Fees $
(4) Fee for Hospital visit A i
(5 Hospita:iizati'on ABRE 5
(6) Consultation _ HERE 3
(7) Operation ' | FIR 3
(8) X-ray examination - - XERER $
(9) Medication EEH 8
© (10) Anesthetics ' FREL R $
11 Operaﬁng room charge FHERA $
(12) Others (specify) ‘ FOM(EEBE) 8 $
(13) Total , o 4 & 3

Important : Exclude the amount irrelevant tb the treatment,i-eextra charge for a bed.
R EHEHSERICEEEGROZVEDEBERNTTI,

Name and Address of Attending Physician,” Sﬁpen‘ntendent of Hospital or* Clinic
ﬂ%@ﬂﬁﬁﬁ@ﬁﬁ@%ﬁ&ﬁﬁm ' '

Name
280 . Last . First  Title

¢ ’ A e
Address : Home HZE ' . Phoné BT
{£FF Office fRFENIIELERFN _ Phone EiE
Date D Signature

g Z4




