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Please fill in this form so that the patient may claim the social insurance benefit. 0
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This form is to be completed and signed by the attending dental surgeon.
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One each form in every month for dental diagnosis and treatment. ‘
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Form C Itemized Receipt (Dental) 48UNBAEE (55
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(1) Initial Office Visit FIR2¥t
(2) X-Ray Examination L 'MF A&7
(3) Endodontic Treatment B PEREE
(4) Operation Fii7
(5) Extraction Tkt
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(D) Inlay /> L—
(8) Crown #H&=
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(11) Bridge Work 7Y
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(14) Medicine &%
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Name of Dental Surgeon [ERiK4 Signature E4

Name of Address of Dentist’s Office  HEERRDL Fr-FTEH

Date Hft




