rigr y ¥ .
T Australian Government CDBS - Non-Bulk Billing Consent - Burmese

X Department of Health

OGV: 932:000580EEP 200520YEGPE 8200
0gPUIGE FB0DG0D- GLIGERD WD 206IN0RBYIHELIPY Kb
ogsd cpgn/oepiol 36088500 2005 agE ez 632005010303 3a6[opEoFrG: [gEelorpts Sa00pdgidlooRd-

o OGOV 0gENO5OE 20050009EEYP: 328200P 35 0P20GLEHPY 680:CkaPo0g TJwuPod
0)6590503E opeuiepdlgbeom esosdkopaog

o 05805 coqEpd 6god9Y 301308 ofesoidkorong 20305 oyEotgudepdaopd MmSayEdod §E

o 056a00CqyPs3a0905 myootegeomiidamnst cuieggSdodeuigyp:

gf&/epsoards apoonoseBEap a0050009Eemia8 a005p0Sco:a005 sagpiels venan aooSampé sacBamcyé
Qpqepsfgbalppé: ogpd gosapdlarpd

eodf ool 520708 cooSaongipags ofeocSyqps feorm STy o apanobefep
av0ba009bep: 398330509E 000500022085 Fa¢fFIREskIEea00 ofGenéopadeusy axgffls acjroéalppls
g6 gocpblopbi - ovecvr agazonabaBlap av05a009bap: 3583905098 sacrjroanaS ofeeonéy oobpp
opfogedosal ogbapedopt eusqfcfepligbaeloml: ogfb gorcopSdloopdn

322860 J9b2005 3805805 cugea eg aafié ofesonéyqpraiopSoyodosanas e@fbearn sagpas: venan
avoSaxgéal eagpgpbiagoicocSfups fgbayplesE avobagbep: opfapianpBfoobifiésos safofesnty
0obppail opfogodiobep:af o bopaSopé oydef cpabepiabelopl: ogfSsoscapddlagpdi

ops0el 00d803 §Aldd p§0/00eps0C 2600820961 AGoSeod
opsnel 2pepdanlgpdeed C0059056e:03:0p61 30p5m0[godssd
(pgoecpodeyf)
9058

MNGOS Hep) 200000 2 O30 326 0$GI0ICHNIDGOI G s ONOD Ol
ogrion0dabep 20030098p: 383203 29 0fescndap 28 25038: 00603 [gpdgadqend




TR § & -
S Australian Government CDBS — Non-Bulk Billing Consent - English

=95 Department of Health

CHILD DENTAL BENEFITS SCHEDULE
NON-BULK BILLING PATIENT CONSENT FORM

I, the patient / legal guardian, certify that | have been informed of:

e the treatment that has been or will be provided on this day under the Child Dental
Benefits Schedule;

e the likely cost of this treatment, including any out-of-pocket costs; and

e the billing and payment arrangements for the services.

I understand that I / the patient will only have access to dental benefits of up to the
benefit cap.

I understand that benefits for some services may have restrictions and that the Child
Dental Benefits Schedule covers a limited range of services. | understand I will need to
personally meet the costs of any services not covered by the Child Dental Benefits
Schedule.

In addition to the out-of-pocket costs discussed, I understand that the cost of services
will reduce the available benefit cap and that I will need to personally meet the costs of
any additional services once benefits are exhausted.

Patient’s Medicare number Patient / legal guardian signature

Patient’s full name Full name of person signing
(if not the patient)

Date

This form must be completed on each day of service provision under the Child Dental
Benefits Schedule.




