AR 32 & (B8 19 S:E91%)

[temized receipt
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(1) Fee for initial office visit W2 3
(2) Fee for follow—up office visit P2 $
(3) TFee for home visit 2Bk $
(4) Fee for hospital visit INIZ=geb s $
(5) Hospitalization NI 3
(6)  Consultation PR $
(7)  Operation FifrE 3
(8) X-—ray examination X Rt Ay $
(9) Medication = L 3
(10)  Anesthetics JERIEY $
(11)  Operating room charge Fifr=% H $
(12)  Others(specify) ZOMOEEAF  $ $
(13)  Total & & $

If not in dollars please specify the unit used. R/VLADEEDF AL, TOEEZENTLIZEW,
Unit is

W AL

Important : Exclude the amount irrelevant to the treatment, I-e, extra charge for a bed.
OB @R ERERRICEERR RO OBV T T SV,

Name and Address of Attending Physician,”Superintendent of Hospital or Clinic
PH [ 33 S R D 44 Al M OME BT

Name . Last First Title

A il &3 4 i %=a
Address : Home HZ=E Phone &
EfT Office Jile XIL2HEHT Phone &E:
Date : Signature
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