Medical Fee Statement / Receipt

Name (Mr/ Ms) No.

Department: Internal Medicine Surgery Orthopedics Plastic Surgery  Neurosurgery
Pediatrics Psychiatry Neurology Obstetrics & Gynecology Dermatology
Urology Ophthalmology Otolaryngology Physical Therapy

Pain Management Dentistry Orthodontics  Others

Date of Consultation Y( ) /MC ) /D )

Date of Hospitalization

YC ) MC ) /D ) Y( ) MC ) /D )

Patient's own

Insurance coverage Total
coverage

|First consultation fee

IFoIIow-up consultation fee

First consultation fee
or the elderly

Follow-up consultation fee
or the elderly

Charge on follow-up consultationj
by phone

IMedication

Ilnjection

IExamination

IX— ray X

ITreatment/ Operation

IPhysicaI therapy
IOthers

IHospitaIization

IHospitaI meals
[Childbirth

ISpeciaI rooms -

IDocuments -
[Others (at own expense)

Total

| / We hereby received the total sum as stated above.



