Form C

e
1. This form is used for claiming the social insurance benefit.
COHRIE HERIEOWBADORBIFERAINET,
2. This form should be completed and signed by the attending physician.
COKRIL IBLELNEE, HhDEBLLTTELY,
3. One form for each month should be filled out.
BAZCLICZOBRA—BMIBETT,
Attending Physician’ s Statement (Dental)
ZENSIAME (EFD
Name of Patient(last , first) , Age (Date of Birth) ( )  Sex (Male , Female)
BEA4 il (BFEAR) 5 (5, &)
Date of First Diagnosis , , Day of Diagnosis and Treatment days
R PRAK H
Localization of Teeth E{fir
Permanent Teeth (IK/AHH) Deciduous Teeth (L)
R 87654321'12345678L R edcba | abcde
' 87654321|12345678 ' ' edcba|abcde L.
I. Name of Illness JEJRA
1.Dental Caries 9 fhJiE 2.Missing Teeth K#E 3. Pyorrhea Alveolar Hif¥ilEi 4. The Others & D1l
Il. Dental Treatment EFHAER Locallzatlo&%ﬁ%t{a&th Examined Material #4 %} Fee 1AK%
IR =]
1. initial Office Visit FRy S $
2. X-Ray Examination X BT $
3.Dental Pulp Extirpation & $
4. Extraction Rt $
5.Filling ek §
6. Inlay V% $
7.Metal Crown / resin & @ e $
8. Post Crown kot $
9. Jacket Crown RS IN T $
10. Bridge Work ALY $
11. Plate Denture BIRFEH
Partial Denture SRt FE $
Complete Denture RIS
12. Treatment of Pyorrhea Alyeglar $
Tl R TR
13. Medicine ¥ 3K $
14. The Others ( ) $
Zofh ( )
15. Total & &t (Unit is ) EHEEA $

Name and address of the Dental Surgeon WH#ELDLZH - X7

Name £#i Last First Title &
Address ¥ Fr Home BE Phone &
0ffice W ElR Phone E:if

Date Bt Signature £4

XEFEL, LELORNRODFMERRLTIEZSL,



