Form B-1 (Non-dental use) Btz B-1 (EF})
Request to Attending Physician or Superintendent of Hospital / Clinic
Y EEIIREFER~DOBFE
1. Please fill in this form so that the patient may claim the National Health Insurance benefit.
ZOMMIZ, B OEREFRERROKG FEE ICHETT O T, fEHZ BV LET,
2. This form should be completed and signed by either the attending physician or the superintendent of the
hospital / clinic. ZORMIE, Y EFITHREOFEENES HOBLAEZL TITEEN,
3. One form for each month and one form for hospitalization / outpatient (home visit) should be filled out.
ZOMMIT, BHAZE AL, ABRAZ SICOE— LB T,
4. If not in dollars please specify the unit used. RV D@EDOLGEIL, TD BEENTIIZEN,

Itemized Receipt FEINPNZEBME

(1) Fee for Initial Office Visit Wkt $
(2) Fee for Follow—up Office Visit 2k $
(3) Fee for Home Visit L2k b
(4) Fee for Hospital Visit Nz b
(5) Hospitalization NI 3
(6) Consultation 25 E) $
(7) Operation T e $
(8) X-ray Examination X 2 $
(9) Laboratory Tests SR AT $

S Please fill in the content of the Laboratpry Tests.
HIREOHNAEZTL AL TTZEN,
(10) Medication [ Sy $

*:Please fill in the name and the amount of the prescription of an individual medicine.

RT5 LTl 2 DIRDZ FrE BAFLAL TTZEW,

(11) Anesthetics PRIy 3
(12) Operating room charge Fofr=E H $
(13) Others (specify) O H AR

$
(14) Total At $

Unit is BHEHAL

Important: Exclude the amount irrelevant to the treatment in payment for a luxurious room charge.

EE alERERRICEEBER OB DT, FROTREW,

Name and Address of Attending Physician / Superintendent of Hospital or Clinic
Y = X IRBE S R O 4 TR L OMERT

Name 4] : Last It First 4 Title #r7=r
Address {F7: Home B phone FEF
Office JRPEE/ 1T T phone FE3F

Date Hf: Signature &4




HAB-1 (EF) #R

(9) FREZONRGEREDOHNE)

(10) EHEDNR GEOLFF, &)

(13) TOfhFREEH




