Please note that each case history should be accompanied by the following Consent Form, signed and dated, by the candidate and the patient. It should be sealed in a separate envelope:
Patient’s Consent for Reproduction of Records
I consent that my personal particulars and records of my dental treatment are for use in the Membership in General Dentistry Examination of the College of Dental Surgeons of Hong Kong. I understand that my documented dental treatment will be assessed by examiners of the examination and the College may need to contact me directly for any particulars of my case.
本人同意本人之個人資料以及牙科療程的文件，將會被牙科醫生 __________________作為香港牙科醫學院牙科院員考試之用。本人明白考官會評核本人之牙科治療個案。本人亦明白貴院有需要時會直接與本人聯絡查詢有關本人病例的資料。
My consent is only in respect of Dr. …………………………………..
Patient Name: ……………………………………Contact telephone number………………….
Patient Signature: ………………………………………...
Date: …………………………….

(parent/ guardian in the case of a child under the age of 16 years)
Candidate Name: ……………………………
Candidate Signature: ……………………………………..
Date: …………………………….

本人同意…………………………………….牙醫處理/跟進本人之牙科治療個案
病人姓名：……………………………………………聯絡電話 ..…………………………..
病人簽署：……………………………………..…… 日期：………………………………..

(小孩未滿十六歲必須要由父/母或監護人簽署)
考生姓名：…………………………………………………………………………………

考生簽署：……………………………………..…… 日期：…………………………….
