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CHUONG TRINH NHA KHOA CHO TRE EM
MAU DON BENH NHAN DONG Y KHONG CO SU CHI TRA TU
CHINH PHU

T6i, b&nh nhan / ngudi gidm hd hop phép, chirng nhan rang téi da dwoc théng bao vé:

e sy diéu tri da hoac sé dwoc cung cap ké tr ngay nay theo Chwong Trinh Nha Khoa Cho
Tré Em;

e chi phi c6 thé dwoc tinh cla sy diéu tri nay, ké ca bat ky chi phi phai tra t tién tai; va

e cac thu xép vé héa don va tra chi phi cho dich vu.

Toéi hiéu rang phuc lei cho mét sé djch vu nha khoa c6 thé bj giéi han va Chuong
Trinh Nha Khoa Cho Tré Em chitrd cho mét sé giéi han cda céac djch vu.

Toi hiéu rang phuc lgi dwoe hwéng cho mét sé djch vu nha khoa c6 thé bj giéi han va
Chwong Trinh Nha Khoa Cho Tré Em chitrd cho mét sé giéi han cda cac dich vu. T6i
hiéu rang t6i phai twrtrd chi phi cho bat ky dich vu ndao ma Chwong Trinh Nha Khoa
Cho Tré Em khong tra cho.

Ngoai viéc chi phi phai tra teetién tai da dworc ban thao, tdi hiéu rang chi phi cda céac

dich vu sé treevao khodn tién dwoc hwéng hién cé va tdi sé phai twrtra chi phi cho bat
ky dich vu nha khoa bé sung nao mét khi khodn tién dwoc hwéng da can.

S6 Medicare ctia B&nh Nhan Chir ky cta bénh nhan /
ngu®i giam hé hop phap

Ho tén day du cla bénh nhan Ho tén day du cia ngudi ky tén
(néu khong phai 1a bénh nhan)

Ngay

M&u don nay phai dwoc hoan tat vao méi ngay cung cép dich vu dwéi Chwong Trinh Nha
Khoa Cho Tré Em.
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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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