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CDBS – Non-Bulk Billing Consent - Assyrian




ܣܸܕܪܵܐ ܕܝܘܼܬܪܵܢܹܐ ܩܵܐ ܕܲܪܡܲܢܬܵܐ ܕܟܵܟܹܐ ܕܛܸܦܠܹܐ
ܦܸܬܩܵܐ ܕܡܩܲܒܠܵܢܘܼܬܵܐ ܕܡܲܪܥܵܢܵܐ ܩܵܐ ܐܝܼܡܵܢ ܕܐܵܣܝܵܐ ܠܹܐ ܩܲܒܸܠܹܗ ܦܘܼܪܥܵܢܹܗ ܚܲܕܪܹܫܵܐ ܡ̣ܢ ܡܹܕܝܼܟܵܝܪ
ܐܵܢܵܐ، ܡܲܪܥܵܢܵܐ\ܡܢܲܛܪܵܢܵܐ ܩܵܢܘܿܢܵܝܵܐ ܡܫܲܪܘܼܪܹܐ ܝܘܸܢ ܩܵܐ ܕܦܝܼܫܵܐ ܝܘܸܢ ܡܘܼܕܸܥܝܵܐ:
· ܒܘܼܬ ܕܲܪܡܲܢܬܵܐ ܕܦܝܼܫܬܵܐ ܝܠܵܗ̇ ܡܘܼܩܪܸܒ݂ܬܵܐ ܐܵܘ ܕܒܸܕ ܦܵܝܫܵܐ ܡܘܼܩܪܸܒ݂ܬܵܐ ܒܐܵܗܵܐ ܝܵܘܡܵܐ ܬܚܘܼܬ ܣܸܕܪܵܐ ܕܝܘܼܬܪܵܢܹܐ ܩܵܐ ܕܲܪܡܲܢܬܵܐ ܕܟܵܟܹܐ ܕܛܸܦܠܹܐ؛
· ܒܘܼܬ ܟܡܵܐ ܒܲܠܟܵܐ ܕܕܲܩܪܵܐ ܐܲܝܵܐ ܕܲܪܡܲܢܬܵܐ، ܒܸܚܒ݂ܵܫܵܐ ܟܡܵܝܘܼܬܵܐ ܕܒܸܕ ܦܵܪܥܸܢܵܗ ܡܢ ܓܹܝܒܵܐ ܕܓܵܢܝܼ؛ ܘ
· ܡܲܪܝܲܙܝܵܬܹܐ ܩܵܐ ܩܲܒܲܠܬܵܐ ܕܐܸܫܛܵܪܹܐ ܕܚܘܼܫܒܘܼܢܝܵܐ ܡ̣ܢ ܐܵܣܝܵܐ ܘܩܵܐ ܦܪܲܥܬܲܝܗܝ.
ܦܲܪܡܘܼܝܹܐ ܝܘܸܢ ܩܵܐ ܕܐܵܢܵܐ\ܡܲܪܥܵܢܵܐ ܠܹܐ ܡܵܨܲܚ ܕܩܲܒܠܲܚ ܝܘܼܬܪܵܢܵܐ ܕܕܲܪܡܲܢܬܵܐ ܕܟܵܟܹܐ ܒܘܼܫ ܙܵܘܕܵܐ ܡ̣ܢ ܟܡܵܝܘܼܬܵܐ ܪܫܝܼܡܬܵܐ ܒܘܼܫ ܥܸܠܵܝܬܵܐ ܕܝܘܼܬܪܵܢܵܐ.
ܐܵܢܵܐ ܦܲܪܡܘܼܝܹܐ ܝܘܸܢ ܩܵܐ ܕܝܘܼܬܪܵܢܹܐ ܩܵܐ ܚܲܕܟܡܵܐ ܚܸܠܡܲܬܹܐ ܒܲܠܟܵܐ ܕܗܵܘܝܼ ܡܩܘܼܝܸܨܹܐ، ܘܲܕܣܸܕܪܵܐ ܕܝܘܼܬܪܵܢܹܐ ܩܵܐ ܕܲܪܡܲܢܬܵܐ ܕܟܵܟܹܐ ܕܛܸܦܠܹܐ ܟܹܐ ܡܟܲܣܹܐ ܠܚܲܕ ܡܸܢܝܵܢܵܐ ܡܬܘܼܚܸܡܵܐ ܕܚܸܠܡܲܬܹܐ.  ܦܲܪܡܘܼܝܹܐ ܝܘܸܢ ܩܵܐ ܕܐܵܢܵܐ ܦܲܪܨܘܿܦܵܐܝܼܬ ܣܢܝܼܩܵܐ ܝܘܸܢ ܕܦܵܪܥܸܢ ܠܗܘܿܢ ܛܝܼܡܹܐ ܕܐܵܢܝܼ ܚܸܠܡܲܬܹܐ ܕܠܹܐ ܝܢܵܐ ܦܝܼܫܹܐ ܡܟܘܼܣܝܹܐ ܒܝܲܕ ܣܸܕܪܵܐ ܕܝܘܼܬܪܵܢܹܐ ܩܵܐ ܕܲܪܡܲܢܬܵܐ ܕܟܵܟܹܐ ܕܛܸܦܠܹܐ.  
ܐܵܢܵܐ ܦܲܪܡܘܼܝܹܐ ܝܘܸܢ ܩܵܐ ܕ، ܒܪܹܫ ܐܵܢܝܼ ܡܲܨܪܵܦܹܐ ܕܒܸܕ ܦܵܪܥܸܢ ܠܗܘܿܢ ܡ̣ܢ ܓܹܝܒܵܐ ܕܓܵܢܝܼ ܕܦܝܼܫܠܗܘܿܢ ܕܪܝܼܫܹܐ، ܛܝܼܡܵܐ ܕܚܸܠܡܲܬܹܐ ܒܸܕ ܡܲܒܨܸܪܵܗ ܟܡܵܝܘܼܬܵܐ ܪܫܝܼܡܬܵܐ ܒܘܼܫ ܥܸܠܵܝܬܵܐ ܕܝܘܼܬܪܵܢܵܐ، ܘܩܵܐ ܕܐܵܢܵܐ ܦܲܪܨܘܿܦܵܐܝܼܬ ܒܸܕ ܦܵܪܥܹܢ ܠܗܘܿܢ ܛܝܼܡܹܐ ܕܚܸܠܡܲܬܹܐ ܙܵܘܕܵܢܹܐ ܟܠ ܐܝܼܡܲܢ ܕܟܠܵܗ ܟܡܵܝܘܼܬܵܐ ܪܫܝܼܡܬܵܐ ܒܘܼܫ ܥܸܠܵܝܬܵܐ ܕܝܘܼܬܪܵܢܵܐ ܦܝܼܫܬܵܐ ܝܠܵܗ ܡܘܼܦܠܸܚܬܵܐ.
___________________________

___________________________________
ܡܸܢܝܵܢܵܐ ܕܡܹܕܝܼܟܵܝܪ ܕܡܲܪܥܵܢܵܐ 



ܕܪܲܥܢܵܐ ܕܡܲܪܥܵܢܵܐ\ܡܢܲܛܪܵܢܵܐ ܩܵܢܘܿܢܵܝܵܐ                                 
___________________________

________________________________
ܫܸܡܵܐ ܟܡܝܼܠܵܐ ܕܡܲܪܥܵܢܵܐ                                          ܫܸܡܵܐ ܟܡܝܼܠܵܐ ܕܦܲܪܨܘܿܦܵܐ ܕܒܸܓܪܵܫܵܐ ܝܠܹܗ ܕܪܲܥܢܵܐ (ܐܸܢ ܠܹܐ ܝܠܹܗ ܡܲܪܥܵܢܵܐ)
___________________________

ܣܝܼܩܘܿܡܵܐ
ܐܲܝܵܐ ܦܸܬܩܵܐ (ܦܘܿܪܡ) ܓܵܪܲܓ ܕܦܵܝܫܵܐ ܡܠܝܼܬܵܐ ܒܟܠ ܚܲܕ ܝܵܘܡܵܐ ܐܝܼܡܵܢ ܕܚܸܠܡܲܬ ܦܝܵܫܵܐ ܝܠܵܗ ܡܘܼܩܪܸܒ݂ܬܵܐ ܬܚܘܼܬ ܣܸܕܪܵܐ ܕܝܘܼܬܪܵܢܹܐ ܩܵܐ ܕܲܪܡܲܢܬܵܐ ܕܟܵܟܹܐ ܕܛܸܦܠܹܐ.


CHILD DENTAL BENEFITS SCHEDULE

NON-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 on this day under the Child Dental Benefits Schedule; 

· the likely cost of this treatment, including any out‑of‑pocket costs; and

· 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.  I 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.

