THE PRINCE PHILIP DENTAL HOSPITAL

Teaching Patient’s Declaration Form

In connection with the initial examination (oral and radiographic examination) in The Prince Philip Dental
Hospital

of myself/my child* HKID No

(Name in block letter)

| declare that:

1.

10.

11.

12.

13.

14.

I have read and fully understood the “Notice to Members of Public who Intend to Seek Dental Treatment
from the Hospital” before examination. | have also attended the briefing by the hospital staff who has
explained the contents of the Notice and this Declaration to me;

I understand that The Prince Philip Dental Hospital (PPDH) is a teaching hospital, all treatments of
teaching patients are wholly geared to training of dentists and other persons in professions supplementary
to dentistry;

| agree /My child agrees to undergo a screening process during examination. | understand that PPDH has
the absolute right to cease further treatment if my/my child’s dental problems are not suitable for teaching
purposes or for further assessment by various clinics;

I am aware that the initial examination is likely to be time-consuming and usually requires a whole
morning or afternoon session;

| understand that PPDH will not provide any dental treatment if | have /my child has not been accepted as
a teaching case after examination. In that case, I/my child shall have to seek further attention elsewhere,
which I will accept without any claim against PPDH;

In the case of emergency, PPDH may advise me to seek further treatment elsewhere, which | will accept
without any claim against PPDH,;

| agree to pay the fees and charges of PPDH as prescribed in the Schedule of Fees which | understand
may be varied from time to time;

I understand that there is no refund of Attendance Fee even if | am/my child is not accepted as a teaching
case;

If I am/my child is accepted as a teaching patient, | understand that the waiting time will depend on the
teaching programs of dentists and other persons in professions supplementary to dentistry, varying from
several months to several years;

I understand that PPDH has the absolute right to discharge me/my child from the Hospital which 1/my
child will accept without any claim against PPDH for reasons such as failure to attend a scheduled
appointment on time twice, absence without giving one working day’s prior notification, refusal for
further treatment, unable to be contacted, failure to follow the treatment schedule, non-compliance with
the recommended treatment plan /dental advice, or having unreasonable expectations, etc;

I understand that | have to pay for the supply of dental appliances and other cost recoverable items, if any.
If | fail to settle the fees within the specified period, PPDH has the absolute right to cease my/my child’s
further treatment, which | will accept without any claim against PPDH,;

I understand that all the fees and charges must be paid to Shroff (1/F) directly but not to any other
persons / parties;

I understand that I have to use the dental consumables, dental appliances or dental materials provided by
the Hospital; and

I understand the above is not an exclusive list and the ultimate decision to discharge a patient rests solely
on PPDH.

Signature of patient/guardian* Date

Original :  Patient Record

*Delete as appropriate

PPDH 330A (3.7.2007)
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