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1. This form is used for claiming the social insurance benefit.
(CORRAITHLRBROFGFT OHEEICHE S ET, )

WA F S, 2. This form should be completed and signed by the attending dentist.
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Form C 3. One form for each month, one form for hospitalization, outpatient and home visit.
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Attending Dentist’s Statement

(ol B 2 5 N & B &)

Name of patient (Last, First) Age (Date of Birth) Sex (Male * Female)
(B #F 4) E4(EFEHR) MR (5 - 2)
Date of First Diagnosis (FJZZ2 H): 20
Days of Diagnosis and Treatment (229 H %) : days
Permanent
tooth
(Upper)
=) e
5 =
= 2
(Lower)
Tooth No. Description of Service Date
) ) ) Amount
or Letter (Including X-Rays, Prophylaxis. Materials used. ETC.) MO.|DA.|YR.

Total Amount

Name and Address of Attending Dentist

(A4 = D4 i OMEFT)
Name . Last () First (4)
Address : Home (H%) Phone
Office (FBe UL HEAT) Phone

Date

Signature (Z4)

Attending Dentist (824 )
Reference Number of your Medical Record (if applicable)
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