
zdo.trJ*h>0Dtw>b.bsL;b.zSd.wz.tw>&J.vDRusJRvDR 

 w>wChtgxD.w>tyShRvXySRqgtX.vDRwl>vdm[h.w>ysJtvHmwuGD>'d 

,R<ySRqg<ySRuG>xGJu[ku,mw>vXtzd;oJp;<bd;b.oh.ng,0JvX,b.w>'k;oh.ng,R= 

 b.C;w>ulpg,gbsgvXw>[h.wh>vHtDRrhwrh>w>u[h.tDRp;xD.vXrk>eHRt0JtHR'fw>&J.vDRusJRvDRvXzdo.trJ*h>0Dtw>b

.bsL;b.zSd.tzDvmtod;<  

 b.C;w>ulpg,gbsgtvJvXtuvXm<'D;  

 'fw>b.bsL;b.zSd.tphw>ymyeD.CmtzDvmtod;usd.phrh>td.vXvD.0JwcD<,wb.w>ChtgxD.,Rw>tyShRvXw>rR 

pXRtw>zH;w>rRwz.vXttd.vXw>&J.vDRusJRvDRvXzdo.trJ*h>0Dtw>b.bsL;b.zSd.tzDvmtod;'D;,wb.[h. 

phvXtuvXmvX,xX.tylRvXw>rRpXRtw>zH;w>rRwz.t*D>tCdb.I   

,e>yX>,J'.vX,R<ySRqgtd.'D;cGJ;,mvXurRM>olb.rJ*h>0Dtw>bsL;w>zSd.vXtxD.b;w>bsL;w>zSd.tw>ymyeD.Cmtod;M.

vDRI  

,e>yX>,J'.vXw>b.bsL;b.zSd.vXw>rRpXRtw>zH;w>rRweDRutd.'D;w>-wD Cmwz.'D;zdo.trJ*h>0Dtw>b.bsL;b. 

zSd.wz.tw>&J.vDRusJRvDRusX>bX'.w>rRpXRw>zH;w>rRtuvkmweDR{dRM.vDRI  ,e>yX>,J'.vX,uvd.rRySJRw>tvJ 

wz.vXw>rRpXRtw>zH;w>rRwcgcgvXw>wusX>bXtDRvXzdo.trJtw>b.bsL; b.zSd.tw>&J.vDRusJRvDRw z.vX, 

eD>up>M.vDRI 

,e>yX>,J'.vXw>rRpXRtw>zH;w>rRtvJurRvDRpSRw>b.bsL;b.zSd.tw>ymyeD.vXttd.0J'D;,ub.rRySJRw>tvJvXw>rR

pXRtw>zH;w>rRvXt*Rwz.wbsDzJw>b.bsL;b.zSd.tHRvXmuGHmtcgvX,up>M.vDRI 

___________________________ _______________________________ 

ySRqgtrJ'H;cJ&fteD>*H>             ySRqg<ySRuG>xGJu[ku,mw>vXtzd;oJp;tpkqJ;yeD.  

___________________________ _______________________________ 

ySRqgtrHRtvXtySJR ySRw*RvXtqJ;vDRrHRw*RtrHRtvXtySJR  

(rhwrh>ySRqgteD>up>wcD) 

___________________________ 

rk>eHR 

vHmt'dtHRw>oltDRohwkRvg'H.pJbX.31oDp;xD.weHRCDzJw>qJ;vDRCmpkqJ;yeD. M.vDRI 

CDBS - Bulk Billing Consent - Karen



CHILD DENTAL BENEFITS SCHEDULE 

 BULK BILLING PATIENT CONSENT FORM 

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

 of the treatment that has been or will be provided from this date under the Child Dental

Benefits Schedule;

 of the likely cost of this treatment; and

 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 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 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. 

CDBS - Bulk Billing Consent - English
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