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Form C

Request to Attending Physician
L C

HEE~DHFFEL
1. This form is used for claiming the social insurance benefit.
Z ORI SREOB A OBFEIHEH SN ET,
2. This form should be completed and signed by the attending physician.
CORRIFHYEENEE, OBALTRE,
3. One form for each month, one form for hospitalization/outpatient and home visit.

BHZEL ABE AR LIS OB 1 HOLETT

Attending Dentist’s Statement

EEZERNSHEE
Name of patient(Last, First) Age(Date of birth) Gender(Mail - Female)
B4 FECEEA B) MR (5 - Z0)
Date of First Diagnosis Days of Diagnosis and Treatment
#ZH R days

Localization of Teeth #B{ir
Permanent Teeth 7K/A

Deciduous Teeth L@
87654321|12345678

edcba|abcde

R L
87654321|12345678 edcba|abcde
Teeth No, Description of Service Date A ¢
of Letter (Including X-Rays,Prophylaxis,Materials used. ETC.) MO. | DA. | YR. moun
Total Amount
Name and Address of Attending Dentist
Y EE A A& OMERT
Name #Hij : Last First 4 Title # &

Address {¥FT : Home HE Phone Eif
Office JFBe XL ZHHT Phone &S

Date Hft Signature &4




