Form B 1.Fill in the insurance fee in your country currency. Ex(§, W, ¥...)
b7l OEDEE T, REEHZREE ZE0Y,
2. Exclude the amount irrelevant to the treatment, e-g:, extra charge for a bed.

TR EERIEDIRR CEHEBIR D RN B DIFFRANT R S0,

Itemized receipt

A M E
Country (E4) : Currency (HEEHAL) :
Items HOH Amount (%8
(1) | Fee for initial office visit B2k
(2) | Fee for follow-up office visit okt
(3) Fee for home visit F2Ek
(4) | Fee for hospital visit NSRS
(5) | Hospitalization NS¢
(6) | Consultation o ¢
(7) | Operation Ty
(8) | X-ray examination Xt gy
(9) | Medication [ty
(10) | Anesthetics JPRIEY
(11) | Operating room charge T H
(1 2) | Others(Please mention the details in the following blanks.) (FMfth)

Ttems H H Amount (&%)

Others total (ZFDOMEED

(13) | Total At

[FE4EE DL FTM OYFEAT] Name and Address of Attending Physician
(3= 76 1= 4] Name

(B Title :
[ %% #% E9)] Name of medical institution : 2E=F) Phone :
(EREERAFPT) Address

[i2 A H] Date : Day : Month : Year :
[fH4%=%E4] Signature of Attending Physician :

Reference Number of your medical record (if applicable)

IR DZR T




