Form B

ltemized receipt

o B

(1) Fee for initial office visit Lk S i
(2) Fee for follow-up office visit Plas ¥ $
(3) Fee for home visit fEasH $
(4) Fee for hospital visit Al PR $
(5) Hospitalization ARt i
(6) Consultation ety %
(7) Operation T % $
(8) X-ray examination Mo AR 3
(9) Medication E3 544 $
(10) Anesthetics KM TE $
(11) Operating room charge Filrm $
(12) Others(specify) oMl (FEHWEL) $ %
(13) Total & i 8

Important - Exclude the amount irrelevant to the treatmenti-eextra charge for a bed.
SRR RO OEORBEET FEL,

Name and Address of Attending Physician/Superintendent of Hospital or Clinic
FHS R S b 908 2 O Bl B UM E

Name
A : Last First Title

kt -’?’1 Fris
Address . Home H Phone W%
{3y Office  #aba 3L a2 8 iy Phone Ed%
Date ; Signature

EiEy HH




