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[TPOTPAMMA TTAPOXQN ITAIAIKHYE OAONTIATPIKHYE ®PONTIAAX
ENTYIIO XYT'KATAGEZHX I'TA AXOENH XONTPIKHX XPEQYXHX

Eyd, o yovéag / voupog kndepdvag, Pefardvem 6Tt £xm evnuepmbel yuo:

e 1 Bepamncio mov Exel mapaybel N Oa mopaybel amd avtV TV NUEPOUNVIN, COUPMOVO LE TO
[Tpoypappa [apoymv IModwkng Odovtiotpikng [epiBaiyng,

e 70 mBavod k6GTOg AVTNG TNG Bepameiog, Kot

e OTLM xpémwon Yia TiG vanpecieg Ba etvar yovipkn xpéwon cvpewva pe to Hpdypappo
Hopoydv [Modkng Odovtiatpikng [epiBaiyng kot 6ev o TANPOG® amd TNV TGENN LoV
Yol TIG VINPESTES AVTES, He TV TPodTOheoT 0Tt Ta dSrabécia Kepaiota Ba elvar emapkn,
GULPMOVO LLE TO OPLO KAADYTG TMV TALPOYDV.

Katavod ot ey | 0 acOeviis Oa éxew mpocfacny uovo & 000vtiaTpikés mapoyés éwg to
0pPILO KAADWHGS TV TAPOYOV.

Katavow o671 icws vmap&ovy mEplopiouol 6TIS mopoyes OPIGUEVOV DPECIOY KOl OTL TO
Hpoypouua Hapoywv Hoioikijs Odovriazpixng HepiOoiyng KoaAVTTEL Hio TEPIOPIGUEVY
oeipd vrnpeotov. Katavom ot Qa npémel ey npocwmikd va KalbWo 10 KOGTOS TV
VANPECIAY TOV OV KaAvrTovtal and to Ilpoypoupa Iapoywv Iloidikiis OdovriaTpikig
HepiBaiyne.

Katavoo 671 T0o k66TOS TOY DITNpEGIOVY OO pEriacel To dralbéoruo opio mopoyy Kar 6t1 Oa
JPEIOGTEL EY(D TPOCOTIKA VA KALDY O TO KOGTOS TOYV EMAPOGOTOV DANPECIAOY OTAY

eCavtinBovv o1 mapoyés.

ApBudg e Medicare acfev Ymoypaen YOVEQ/ VOULLOV KNOEUOVaL

Ovopatendvopo achevn OVopOTETMOVLLO TOL VTOYPAPOVTOG
(e dev givar o 0oOevQ)

Huepopnvia

To mapdv Evrvmo oydel Eoc Tic 31 AekepuPpiov Tov NUEPOAOYLOKOD £TOVG Y10 TO OTO10 £)EL
VTOYPAPEL.
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CHILD DENTAL BENEFITS SCHEDULE
BULK BILLING PATIENT CONSENT FORM

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

e of the treatment that has been or will be provided from this date under the Child Dental
Benefits Schedule;

e of the likely cost of this treatment; and
e that I will be bulk billed for services under the Child Dental Benefits Schedule and I will

not pay out-of-pocket costs for these services, subject to sufficient funds being available
under the benefit cap.

I understand that 1 / 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 Child Dental
Benefits Schedule covers a limited range of services. I understand I will need to personally
meet the costs of any services not covered by the Child Dental Benefits Schedule.

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 is valid up to 31 December of the calendar year for which it is signed.
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