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(1) Fee for Initial Office Visit IR
(2) Fee for Follow—up Office Visit Ba2et
(3) Fee for Home Visit EZE
(4) Fee for Hospital Visit NS
(5) Hospitalization NG
(6) Consultation DR
(7) Operation FiE
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(11) Operating Room Charge T
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Important : Exclude the amount irrelevant to the treatment, i.e, payment for luxurious room charge.
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