Request to Attending Physician
HIEEADHFEL FormC
1. Please fill in this form so that the patient may claim the social insurance benefit.
COHKRIBEZBOUESRIZRDETDREBICHETI DT, JEAZEFELLET,
2. This should be completed and signed by either the attending physician or the superintendent of a
hospital / clinic. ZO#HKIFBLEEFIIFBROEBHFENEE, HhDOELL TS,
3. One form for each month and one form for hospitalization/outpatient (home visit)should be filled out.
BAZE. AR AN EITHE COBRKTBABETT,

Form C #ztC Itemized Receipt (DENTAL) 4$8URBRHAE (55%l)

Currency paid Gz LVEE)
1. Permanent (FRRED L & KU EBLL) Baby teeth (3L&)
87654321 | 12345678 VNIII | IINNV
87654321 | 12345678 VVIII | IINMNVV
2. ldentify examined teeth (495U EO THAFELZEDITH)
= Cavity (C) (Ht) *missing teeth (F) (&) - stomatitis (G) (AR %)
Phrrhes alveolaris (P) (s#&52i%) -extraction needed (Z) (E#kih)
Date of First Diagnosis DIEA=!
Days of Diagnosis and Treatmenti2E&#1T-o1-2H % day(B &)
Office Visit Fees EuE R
Examination Fees BmEM
X-Ray Fee LokTY
Other TNtk
Services BEL-EORMLEBEDER

©0wo N g

10. Describe when gold or platinum was used ;AEMEHZE. AEFFEAL-ES(FER LTS,

11. Filling ETA

12. Inlaying AL—XIE7L—

13. Capping(metal) EEE

14. Jacket capping TvirybE

15. Capping connected [E3peR it s

16. Chipped Teeth RIBWEHBLUI-EZE T DRI ELIELE
BridgeJ 1w

17. Partial artificial teeth SEIEAES)

18. Total artificial teeth Em

19. Total =5

Name and Address of Attending Physician/Superintendent of Hospital or Clinic
BEEFLIIFEREEEREDLSLCER

Name #HiI: Last # First % Title #&
Address fEFf:Home HE Phone EEiE
Office fmFRFE =TT Phone E:E

Date: Hf¢ Signature E4£






