Form C

Attending Dentist’s Statement (fiﬁ C)
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Request to Attending physician

A E~BE

1. Please fill in this form so that the patient may claim the National Health insurance benefit.
Z ORI EE OERIEEMRROMA DR ICHETT O T, itHZ BV L x5,

2. This form should be completed and signed by the attending physician.
CORRIFHLEEDSTLAL, BH LTI T v,

3. One form for each month and one for hospitalization / outpatient(home visit)should be filled out.
HHiEE, ABt - Az, okl 1 pspEcd,
Separate receipt required for prescriptions.
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Permanent (JEfED & X OGRAL) Baby teeth (FLEk)
87654321 |12345678 VIVIIIOI | I DT mIivyv
87654321 | 123456738 VNIII | I IDNYV
Identify examined teeth : (%43 2% O CHAHZL EZ DT )
+ Cavity (C) (Hth) - missing teeth (F) (Xih) - stomatitis (G) (%K)
« Phrrhes alveolaris (P)  (thf# &) - extraction needed (Z) (FEikih)
Date of First Diagnosis(#]i2 H) Currency paid
Days of Diagnosis and Treatment(i24& % 1T > 7= F H%L) GZEE)
day(H[H)

Office Visit Fees(Z Wikl
Examination Fees (175 %))

X-Ray Fee(L v + 7 v)
Other(# D fth)

Services (GBIE L 7=t DL & 1eE O FEEE)

Describe when gold or platinum was used GAEMEHC &, HE&EFHL 72
EEIFFFRLL T 72X W)

-Filling (;ETA)

‘Inlaying (f L —XiZ7 v L —)

-Capping (metal) (£JEL)

‘Jacket capping (% 7 v i)

-Capping connected (B etk k)

Chipped Teeth (KB %4k L 72354 % 7 & fE5E)
‘Bridge (7Y v )

-Partial artificial teeth (JEEREH)

- Total artificial teeth (FaFsH)

Name of Hospital or Clinic (JEFE X X2 4 5R) Total ()

Signature of Doctor ({HY4[E%& %)

Date (Hf¥)




