Please fill in this form(both front and back) so that the patient may claim the social insurance benefit.

This form should be completed and signed by the attending dentist.

Attending Dentist’s Statement

1. Name of Patient:

Age (Date of Birth): (MY/ (D)/

(Y) SexOM OF

2. Name of lliness or Injury
O Dental Caries
O Periodontal Disease
O Others( )

3. Initial Office Visit: M)/ (D)/

(Y)

4. Total Days of Services: days

5. Name and Address of Attending Dentist or Dental Office

Name

Address :

Date : (MY/ (D)/ (Y) Signature :
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