Form B (' his form must use one piece in two months)
B 2 1

1 This form should be completed and signed by the attending physician /superintendent
of Hospital or Clinic.

2 This form should be filled out monthly when hospitalization/outpatient (home visit)
extends for two month period.

. . Payment
Itemized RECEIpt Outpatient or Home visit Hospitalization
(
Month Month Month Month

( ) ( ) ( ) ( )

(1) Fee for Initial Office Visit
(2) Fee for Follow-up Office Visit
(3) Fee for Home Visit
(4) Fee for Hospital Visit
(5) Hospitalization
(6) Consultation
(7) Operation
(8) Professional Nursing
(9) X-Ray Examinations
(10) Laboratory Tests
(11) Medicines
(12) Surgical Dressing
(13) Anesthetics
(14) Operating Room Charge
(15) The Others (Specify)
(16) Tax

(17) Total

Currency (unit)

Important Exclude the amount irrelevant to the treatment, i.e, payment for luxurious room charge.

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

Name Last First Title

Name of Hospital or Clinic

Address

Phone

Date

Signature




