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[TPOI'PAMMA TTAPOXQN ITAIAIKHYX OAONTIATPIKHZ ITEPI®GAAYHX
ENTYIIO XYT'KATAGEXHZ I'TA AXOENH MH-XONTPIKHY XPEQXHX

Eyd, o aoBevig /vopupoc kndepmvag, fefoardve 6t Exm evnuepwbet yio:

e 1 Bepancio mov Exel mapayOel N Oa mopaybel avtv TV NUEPQ, GOUEMOVO LE TO
[Tpoypappa Ioapoymv IModwkng Odovtiotpikng [epiBaiyng,

e 10 mBavod kd6oTOg VNG NG Bepaneiog, cupmeptiapfovouévon Kot kébe kKO6GTOLS amd TV
TGEMN OV, KoL

®  TOVG SLOKAVOVIGLOVS YPEMOTG KOl TANPOUNG Y10 TG VI PECIES.

Katavod ot ey | 0 acOevijs Oa éxw mpocfacn uovo 6Tic 000vTIOTPIKES TAPOYES EMGS TO
0p1o TV TAPOYOV.

Karavow 611, icws vapEovy meplopiouol 6Tis Tapoyés oplousivay vanpecLOY Kal 6Tl TO
Hpoypouua IHopoyav Haidikijs Odovtiazpikijg HepiBalyng Kalvrtel puia mepropiouévy
ocipd vmypeotov. Katavoo ot Qo mpémel ey npoowmkd va Kaldbyo 1o KOGTOS TV
VINPEGLOVY TOV Ogy Kalvmrovtal and to Ilpoypouua Iapoyayv Haidikis Odovtiatpikijg
HepiBalyng.

Extoc ano ta é6oda mov ovl{ntijlnke oti Oa minpoow £y, KATAVO® 0TI TO KOGTOS TV
vnPEGLY Qa puel el To 0100se1uo oplo moapoymy Kol o YpEIOGTEL £ TPOGOTIKA, VO,
KaAOW® T0 KOGTOG TV EMAPOGOSTOV VINPEGLOY OTAY ECAVTINOO0VY 01 TAPOYES.

Ap1Bpog Medicare acOsvn Yroypagn yovéa/vOLov Kndepova,

Ovopatendvopo acev OVoUOTETDOVULO TOL VTTOYPAPOVTOG
(Edwv dev givar o acbevig)

Huepopnvia

To mapdv Evivmo mpémel va cuumAnpwOel kdbe NUEPA TAPOYNG VINPESIOV, COUEOVA LLE TO
[Mpdypappa Hapoydv Modikng Odovtiatpikng [epiBaiymng.



Australian Government

CDBS - Non-Bulk Billing Consent - English

“  Department of Health

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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