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(1} Fee for initial office visit AR $
(2) Fee for follow-up office visit HRR $
{3) Fee for home visit | (ks et $
(4) Fee for hospital visit AR $
{5) Hospitalization AN $
(6} Consulation . RER $
{(7) Operation BT $
{8) X~ray examination XmEeE 3
(G) Medication ERE $
(0 Anesthetics B $
(11} Operating room charge EE Tt o] $
(2 Others (specify) Eok (HEHR 8 $
$

{13 Total & FF

Important : Exclude the amount irrelevant to the treatment, I-e,extra charge for a bed
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Name and Address of Attending Physician  Superintendent of Hespital or Clinic
1135 B SRR R R 004 B R VR

Name
=T : Last First Title

{2 4 e
Address tHome BE Phone BEE
{EHT Office JRBRMIXEBHRAT Phone ik

Date HFT: Signature &4
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