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AKUNY KEN-LEC METH GUIR
WEREN E (NON-BULK BILLING) RAAN TUANY YE GAM

Yen, anen raan tuany / raan atit , gam lon na di k& yen aci 1€k ee:

e ka dé yelaac cé guir alék kawic uld abi tdu téné akolnin kénic ye kuer € 1661 col akuny
Kén-lec Meth Guir;

e aatécit wéu é ke yelaac kéné looi, amaat thin agut yi lon ci wéu ye jiem yic thok; ku

e jal atuc é weren ye wéu tadu-piny é col billing ku tédét ka guir tddu wéu piny téden kéwen
ci luoi.

Yen acé detic lon nadi yen/ anen raan tuany abi anoy kony kén-lec ayok etok é técit téné ye
akuny wén ya yok é juakic.

Yen acé detic lon adé konykony téné kiik ye looi aléu bik naay theny cién/peen ku Kony
kén-lec Meth Guir aké ci juéc akek é looi. Yen acé detic yen abi wéu wic arot téné yen aba
ya tddu piny é té ayi kaak wén wic looi kec maat né Akuny Kén-lec Meth Guir.

Kédét ci maat thin téné luoi yé looi téci wéu thok né jiemic ci jam yic kéné, yen acé detic lon
adi ka wéu é kddn looi ebéne abi wéu kony dhuk nhiim piny ku kéné abi yen wic arot ba
wéu ¢é kediidy dét ci ben looi thiin ya tddu-piny téci wéu kony ya kék ci thok acin.

Namba Medicare é Raan-tuany Giét é Raan-tuany / Raan atiit

Rin & raan-tuaany ebéne Rin raan é giét werer yic ebéne

(Patient’s full name) (Rin na cié raan tuany yen giet)
AkoInin

Weren kéné abé dhil ya athion yic akol tokic téden luoi ci looi é kuer Kuony Kén-lec Meth
Guir.
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CHILD DENTAL BENEFITS SCHEDULE
NON-BULK BILLING PATIENT CONSENT FORM

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

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

o 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 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 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.
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