R 1 3
Request to Attending Physician or Superintendent of Hospital / Clinic 84 [E X 3JHBt H# R~ BHEV
1 This form is used for claiming the compensation benefit. = O&ERIIHERT O RFE IR S ET,
2 This form should be completed and signed by the either attending physician or the superintendent of a hospital ./ clinic.
ORI EX DR FFE RN/ EE . OBHLTTE,
3 This form is required for each month, separately for hospitalization, outpatient care, and home visit.
KA AB - ABeSMEITA Z o T s BT,

4 If not in dollars , please specify the currency unit used. RAVLISOEEEDIGEIZZE DO EEENTTF I,

Itemized Receipt fEUVAAHHE:

(1)  Fee for Initial Office Visit W2k $

(2)  Fee for Follow —up office Visit ZEk $

(3)  Fee for Home Visit EZH $

(4) Fee for Hospital Visit NGRSy $

(5) Hospitalization NITE ¢ $

(6) Consultation P $

(7)  Operation FIfrE b

(8) Professional Nursing TEEER $

(9) X—Ray Examinations X ftp gy $

(1 0) Laboratory Tests bR A $

(1 1) Medication 2= 38 $

(1 2) Anesthetics IR $

(1 3) Operating Room Charge Fifr=EH $

(1 4) Other(Specify) Z O RFRL S $
$
$
$

(1 5) Total aEl $
Unit 1s
s B

Important : Exclude the amount irrelevant to the treatment, i.e., extra charge for a bed.
R SR EREIR R ICEZRER RV DEFRVWT T S,

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

FH24 [ TR e S5 5= D44 |l OMERT

Name 4Fj: Last First %4 Title #1=

Office Jpfbe S ITF2HRAT

Address of Office JiPi XIXZHEFTOEFT -

Date Hf : / /

Signature &4 :




