1. Please fill out this form so that the patient may claim health insurance benefits.

2. This form should be completed and signed by either the attending physician or hospital/clinic manager.

3. One form for each month, and for each hospitalization / outpatient visit (home visit) should be filled out.

Requests to the Attending Physician or Hospital/Clinic Manager
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Itemized Receipt

. Initial Office Visit

. Follow-Up Office Visit

. Home Visit

. Hospitalization

. Consultation

. Operation

. Nursing Fee

. X-Ray Examination X

. Tests Performed

. Medications

. Treatments/Procedures
. Surgical Dressings

. Anesthetics

. Operating Room Charge
. Other (Please specify)

Total

Currency Unit

ATTENDING PHYSICIAN INFORMATION

Medical Institution Name

Exclude amounts irrelevant to treatment, such as Document Issuance Fees & Deluxe Room Charges.

Address

Phone

Name of Physician Title

Signature

Date
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