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Form C Request to Attending Physician
#R= C HEEAOBEL
1. This form is used for claiming the social insurance benefit.
COHKRREIUERROBADRFBICERAEINET,
2. This form should be completed and signed by the attending physician.
CORKIFEHENES, HhDOBLLTTILY,
3. One form for each month, one form for hospitalization/outpatient and home visit.

FRAZE. AR - AN EICCOBRANMBBETT,

Attending Physician’ s Statement
PEANBHES

Name of patient(Last, First) Age (Date of birth) Gender (Mai |l - Female)
BEL Fis (EFEAB) %A (5B - %)

Date of First Diagnosis: Days of Diagnosis and Treatment:

IS B =k days

Localization of Teeth EB{iL
Permanent Teeth 7K A B Deciduous Teeth ZL &
87654321|12345678 . edcba | abede
87654321[12345678 edcba | abcde

Teeth No, Description of Service Date
of Letter (Including X-Rays,Prophylaxis,Materials used.ETC.) | MO. | DA. YR.

Amount

Total Amount

Name and Address of Attending Dentist
HUELAT R VR

Name &H] :Last ¥ First & Title 15

Address {XFr : Home B=E Phone EEE

Office fmBTXILEHE Phone E:E

Date Hf{t Signature £4
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AR
BEE Agreement of Authorization

BNEBEIHNBREZHICHIEE (BETAZITo-BE., B, BBNAES) ¢RI 50, BE
EROREZFICK ST, BETAZT O IEHICEBEZTL. HZBEBHISZTOREABICIOVTERIZHZE
Z+A5EIZRAELEY,

In order to confirm the facts(date, time and place of medical treatment, treatment details, etc.)
stated in the form for claiming overseas medical treatment benefits, | agree that an inquiry
shal |l be made of the person who perfomed the medical treatment, wherein such an inquiry is
conducted by, for example, providing the claim form, to obtain information from the said person
regarding the dontent of the inquiry
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