Request to Attending Dentist HERIEADHEEL

1. Please fill in this form so that the patient may claim the national health insurance benefit.

COFRIEBEOERERFRROGADBEBICHKHETIDT, MAZHBLULET,

2. This form should be completed and signed by the attending dentist.
CORAIFERENES, M OBRALTLETL,

3. One form for each month and one form for hospitalization/outpatient C(home visit) should be filled out.

BAZE, ABt - ABRACEICOE, COKR 1 MHMBETT,

Attending Dentist’ s Statement 2EASHAIHE
Form C #k= C

Reference Number of your Dental Record (if applicable) BZEHDHES :

1. Name of Patient (Last , First) Age (Date of Birth) Sex (Male / Female)
B2EH FE (£FAH) "R (8B / %)
2. Date of First Diagnosis : D .M .Y
9 2 BH. B, &% / /
3. Duration of Treatment : days
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Identify Missing Teeth with |}y, LGS AR | onmpngs (X SFEL. PRRAE. SRR % 5E0) DY
1. /i
2. [
3. /[
4. /i
5. [
6. /[
7. /[
8. i
FACIAL
“x” Remarks fo.r Unusual 9. / /
Services
10. i
Description of Services (If other than above) _LEEELIANDUE
Name and Address of Attending Dentist BERIEMDZFIS LUMEFT (BEFzIEmER - 32EFT)
Name  &B0 : Last @& First & Title #r5
Address {¥F7 : Home B phone
0ffice FRPeET= IS8R phone
Date  BfT : Signature g :
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