CDBS - Non-Bulk Billing Consent - Punjabi

JTe®s 578 Y&fecH HaUs

Jig-g8d fafgdr Uhe dhac gan (Afardt gaH)
H, daft / Joat aragns, feg yHfes ager/aadt af fa g fer 97g 7fes o3 fam J fa:

o U3 38 Gifecn I3us € vitts for 3rdhy & yers 3T famir 7 fizr Are e fesw
Cilk

o fom frmm v Hee3 yaur fJar 3, for feg idt 79 3 I o It yagor Hs J; w3

o Raet B fafgar w3 ga37s Y= off ga)

1 feg arsey/aHsel Tt far Ha/ddll 38 a8 §a1ecH 3y ef HinT 3o if 3es g3feer ef vgg
Jean

1 feg arsey/aHse] I foa 3% AeTeT @ §316TH 3 Ygeit I Harei I& Y3 d188F 38
G31ecH R5TS €9 T4-3Y4 Ig ey’ Aere’ IS Ia1 H fog AHseHsel Tt 1 oz Aeret
TEBT I8 G316CH A5TE 19 HTHS 3df Jdlin” 83T €7 YaaT A3 Wy gaT yar|

o J13 TE #yS] 77 T IS T8 yao I BT, i g AHTeaHTe] I o ASTeT €T YagT

Busgg G316 JY 3°We F3ar W3 §316cH € Ha e &f Afes €9 oA @7 Aere’ 7 yaer As
WY GAST YSar

Jaft & Aftama 89 3aft / ggat argEhs € gH3HT
Jaft &7 yar &t JHIHT JJ6 T& fenfadt & yar &
(A9 9t <t T 3)
ELSIL

fer gaH g Tfe®s 38 Fafeen H3us mitfls AT fHse € 9349 fes yar i3 Arer grdter )



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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