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1. This form must be certified for the patient to apply for health insurance benefits
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2. This form should be completed and signed by the attending physician.
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3. One copy of this form is required for each month and for each inpatient and outpatient visit.
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Form C Attending Dentist’s Statement
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Dental treatment Localization of Teeth Examined Date Fee
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X-ray examination L N U
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Operation Fily
Tooth extraction R
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Date (A ) : / /

Signature (&44)

Reference number of your medical record (if applicable)
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