Form C 1. This form is used for claiming the health insurance benefit.
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2. This form should be completed and signed by the attending physician
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3. One sheet of this form is to be used for each month / hospitalization / out patient / home visit.

Attending Dentist’ s Statement
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1. [B2 & 4] Name of Patient : (P45 Sex : Male * Female
[4 4 H H) Age (Date of Birth) : Day : Month : Year : Age:
2. [¥1 % A] Date of first Diagnosis : Day : Month : Year :

[294-H ] Duration of Diagnosis and Treatment :
Please circle the day when a patient visited your medical institution.

[~ H] Month : Year :

[2%H] Date:1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16
17 18 19 20 21 22 23 24 25 26 27 28 29 30 31

[B %] Duration : Days

3. [H4] Please circle the treated tooth and the disease : (%43 ANz O TP DT 5)

Permanent tooth Primary tooth
(Upper) ~ “““"
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«Cavity (C) () *missing teeth (F) (Kph - stomatitis (G) (HPNZ)
- pyorrhea alveolaris ) (HFEIENR) - extraction needed (7) (ZEHiHh)

4. [1BED45%#E] Type of Treatment

Dental Treatment Tooth No.
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Office Visit Fees 2kt

X-Ray Examination L3 274

Dental Pulp Extirpation $kft

Extraction K

Filling 7ol

Inlay A 1—

Metal Crown 4B

Post Crown fkGeek

Jacket Crown ¥4 it

Bridge work 7V v

(Plate * Partial * Complete)Denture (FIK « JaEl « #2) Febi

Medication ¢

The Others FDfth

Total &%t

5. [EEHEI4] Medical Institution Name :

[{EFr] Address :

[E24 3 F}Z] Name of Dentist : (Fr) Title :

[#B24ZE2E 4] Signature of Dentist : [EE5%7=] Phone :

[;2AH] Date Completed : Day : Month :

Year :




