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Request to Attending Physician

or Superintendent of Hospital./Clinic

PFEAEXERREEHFERAOERL

Please fill in this form so that the patient may claim the social insurance benefit.
COHKXFIBEOHERERDEADORBICVETTOT, MAHAEHSELET,

2. This form should be completed and signed by either the attending physician or the superintendent of a hospital / clinic.
COBRFELEERIHRROEHERNES, HhDBLL TS,
3. One form for each month and one form for hospitalization/outpatient (home visit) should be filled out.
ZAE. AR - AlRSMEIZH. COH%KX 1 BARETT,
4. If notin dollars, please specify the unit used.
FILUANADEBDIGEIEZDOEEENTLZEL,
Official Receipt and Itemized Receipt
M R E F B IR OB M@ &
Form B
#% B
(1) Fee for Initial Office Visit )] 2 # $
(2) Fee for Follow up Office Visit B ] # $
(3) Fee for Home Visit * 2 # $
(4) Fee for Hospital Visit Al & 2 H $
(5) Hospitalization A 5 % $
(6) Consultation 2 ® & $ 50.00
(7) Operation F it % $
(8) Professional Nursing BEFERE $
(9) X Ray Examinations X 8 & & & $ 15.00
(10) Laboratory Tests # OBr ' B $ 6.00
(11) Medicines = E:d & $ 7.75
(12) Surgical Dressing a b & $
(13) Anaethetics FF [ =1 $
(14) Operating Room Charge FWhEEMA $
(15) The Others (Specify) 53 ) it $ $
(IHEBHEAEE)
$ $
$ $
(16) Total & B s 7875 Unit is
EWSEA

Important : Exclude the amount irrelevant to the treatment, i. e., payment for a luxurious room charge.
I OB ERENFARICERERLEVDLOEBRONDTIESL,

Name and Address of Attending Physician/ Superintendent of Hospital or Clinic

BEUEXIIHREFROBIR MERM

Name %% (Last #  Young First % William

Title [u%es

Address {FFr :Home BE

Phone &

Office miexzzmm 123 East 45th New York

Phone & 291-1155

Date Hft 7/20/1999 ('99« 7 A 20 \)signature B4

Young

() BRXEIBTEERISEEHE L TS,

(FERL12548]
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Request to Attending Physician
or Superintendent of Hospital.”/Clinic
HLUEXFHRREBE~OSREL

1. Pleasefill in this form so that the patient may claim the social insurance benefit.
COBRREBEOHEREOBADBRBHLETTIOT, AAHAEHELLET,

2. This form should be completed and signed by either the attending physician or the superintendent of a hospital / clinic.
COHKFELHEXFFEROEHFENEE, HDOBLHL TS,

3. One form for each month and one form for hospitalization/outpatient (home visit) should be filled out.
ZAE. AR - ARSNEIZH., COKRKX1BABETT,

4. If notin dollars, please specify the unit used.
FILLASADEMOHZEFZDEEZENTLL I,

Official Receipt and Itemized Receipt
ol B R & O OB oM B

Form B
B

(1) Fee for Initial Office Visit )] 2 o $

(2) Fee for Follow up Office Visit B ] # $

(3) Fee for Home Visit *® 5 # $

(4) Fee for Hospital Visit Al & 2 H $

(5) Hospitalization A 5 % $

(6) Consultation 5 £ =1 $

(7) Operation F it & $

(8) Professional Nursing BEFERE $

(9) X Ray Examinations X 8 & & & $

(10) Laboratory Tests E A S | $

(11) Medicines E E:d % $

(12) Surgical Dressing a b & $

(13) Anaethetics FF i & $

(14) Operating Room Charge F M EEHA $

(15) The Others (Specify) Zz ) th $ $

(IEB )

$ $
$ $

(16) Total & H $ Unitis

BB

Important : Exclude the amount irrelevant to the treatment, i. e., payment for a luxurious room charge.
I OB ERENFARICERERLEVDLOEBRONDTIESL,

Name and Address of Attending Physician/ Superintendent of Hospital or Clinic
EHEX [LFEREHRO LB CMERT

Name £ Last #% First # Title [u%es
Address {£fr {Home BE Phone &Ei&

Office R IZZHEF Phone EiF
Date Bf# « % A BASignature £4

() BRXEIBTEERISEEHE L TS, (FRI2EF4R)




