Form B 1.  This form is used for claiming the social insurance benefit.
B X B Z ORISR OFG O RFFICER SN ET,
2. 'This form should be completed and signed by either the attending
physician or the superintendent of the hospital ~clinic.
CORRKITHYEREFEE, OBA LTS,

3. One form for each month, one form for hospitalization,” outpatient and home visit.

H A ABE - ABSSMEIAT Z O 1 BT,

Itemized Receipt

HE U BA A
(1) Fee for Initial Office Visit % $
(2) Fee for Follow-up Office Visit B2z #® $
3 Fee for Home Visit T 7 % $
(4) Fee for Hospital Visit N $
(5) Hospitalization N - ¢ $
(6) Consultation v % ' $
) Operation F O & $
(8 Professional Nursing Wk 3 7 S Al 2 $
9) X-Ray Examinations X M A $
(100  Laboratory Tests A S ¢ $
(11)  Medicines = ¥ % $
(12)  Surgical Dressing IR S < ¢ $
(13)  Anesthetics S R ¢ $
(14)  Operating Room Charge FfrE B M $
(15)  The Others (Specify) Zoft (Rt &) $ $
$ $
(16)  Total = G $

Important : Exclude the amount irrelevant to the treatment, i. e, payment for luxurious room charge.
EOE mREREERRICEEBER O 2V DERFRNT RS,

Name and Address of Attending physician ,~ Superintendent of Hospital or Clinic
24 BB SR R 04 i % OMERT

Name : Last First Title
£ i ok 4

Address : Home HZE Phone
£ At Office BT X ILZ2HEHT Phone

Date : Signature
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