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Fee for Initial Office Visit
Fee for Follow-up Office Visit
Fee for Home Visit

Fee for Hospital Visit
Hospitalization
Consultation

Operation

Professional Nursing
X-Ray Examinations
Laboratory Tests
Medicines

Surgical Dressing
Anesthetics

Operating Room Charge
The Others (Specify)
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Itemized Receipt
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: 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
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Name : Last First Title
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