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EXPLANATORY NOTE 

(This note is not part at the Order, but is intended t6 
indicate its general purport.) 

This Order provides:-

No. 122 

(a) for the payment of additional su,bsidy in respect of single houses built 
. for old people, and 

(b) for the payment of subsidy. in respect of two new types of building 
which comprise units of housing accommodation for old people. 

1961. No. 122 

HEALTH SERVICES 

General Dental Services 

[C] 

REGULATIONS, DATED 30TH MAY, 1961, MADE BY THE MINISTRY OF HEALTH 
AND LOCAL GOVERNMENT UNDER THE HEALTH SERVICES Act (NORTHERN 
IRELAND), '1948. . . 

The Ministry of Health and Local Government, in exercise of the powers 
conferred on it by sections 11 and 80 of the Health Services Act (Northern 
Ireland), 1948(a); and of all other powers enabling it in that be~alf,hereby 
makes the following Regulations:-

1. These Regulations may be cited as th~ Health Services "(Gerieral Dental 
Services) (Amendment) Regulations (Northern Ireland), 1961, and.' shall come 
into operation on the 1st day of June, 1961. .. 

2, The Health Services (General Dental Services) Regulation$ (Northern 
Ireland), 1948(b), shall be amended as follows:-

(1) In sub-paragraph (4)(a) of paragraph 7 of the First Schedule the words 
"shall thereupon notify the Committee in writing of the yircumstances and" 
shall be omitted. 

(2) For the Dental Estimate Form setout in Part II of the Fourth Schedule, 
there shall be substituted the Schedule to these Regulations. . 

Sealed with th~ Official Seal of the Ministry of Health and LOyal Govern
ment for Northern Ireland this 30th day' of May, nineteen hundred 
and sixty-one. 

(L.S.) 

(a) 1948, c. 3, 

. Wm. 1. Morgan, 
Minister of Health l:\.nd Local 

Government. 

(b) S.R, & 0, (N.I.) 1948, No, 157, 
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SCHEDULE 
NORTHERN IRELAND GENERAL HEALTH SERVICES' BOARD 

DENTAL ESTIMATE FORM 

~\ 
PATIENT'S NAME SIDENTIST'S NAME AND ADDRESS 
(Mr., Mrs., Miss) (Block Letters) AT WHICH TREATMENT IS TO 

__ BE GIVEN (Rubber Stamp or 

SURNAME Block Letters) 
.. 

MAIDEN NAME (if married after 
5/7/1948) 

FULL CHRISTIAN NAMES (as OJ,1 .. 
Medical Card) : 

ADDRESS 
........................................................ ,: . 
........................................................... 

~~~;i~~~~;~~·I··;~~~·~~·~~~;~·1 DENTIST'S CODE No. 
._._-

PART I. To be completed by THE PATIENT 
(a) I desire treatment under General Dental Services and understand that it is a condition 

of receiving treatment /;hat I must attend for dental examination if required to do so. 
(b) I have been residing continuously in Grea,t Britain/Northern Jreland 

since ..........................•.........•.............. 
To .be completed as far as applicable. 

(c) I undertake to pay the dentist the sum of £ s. d. and I understand that 
the dentist may require me to pay the whole or part of this sum before proceeding 
with my treatment. 

(d) To be completed by persons claiming exemption from charges. 
I understand that I am making the declaration which follows for the purpose of 
obtaining free of charge treatment for which a charge would otherwise be made, 
and I further understand that persons making a false declaration will be liable to a 
fine not exceeding £100, or imprisonment for a term not exceeding six months, 
or both. I undertake to provide to the Board such documentary evidence as 
may be required to substantiate this declaration. 

YOUNG PERSONS EXPECTANT AND NURSING MOTHERS 
(i) Exemptio.n from the charges for (iii) Exemption from the charges for 

dentures and other treatment: dentures and other treatment: 
Persons under 16 

.1 declare that the patient is aged 
under 16 years at last birthday and 
was born on ............... · ................. .. 
with Health Service number as shown 
above. 
Persons 16 or over receiving full-time. 
school education 

I declare that I am in full-time 
attendance at. ................... : .... (school) 
.............................. (address) and my 
Health Service number is as shown 
above. 

(ii) Exemption frorn the charge for treat
ment other tfian dentures PI' bridges, 
the relining of dentures, and the addition 
of feeth, bands 01' wires to dentures: 
Persons 16 01' over and under 21 

I [declare that I am ,aged under 
21 years at last birthday and was 
born on .......................................... . 
and my Health Service number is as 
shown above. . 

I declare that I am-

(1) an expectant mother and expect 

my confinement on or about 

.................................... , ... , ... , ... 
or 

(2) the mother of a child born on 

................................................. 
(Le., within twelve months of the 

date below) and my Health· Service 

number is as shown above. 

*Signature.......... .............................................. Date ......................................... . 
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PART 2. To THE DENTAL ESTIMATES 
COMMITTEE 

~ have exal11ined this patient to-day and 
have entered in Part 7 the clinical condi
tions and in Part 8 details of the treatment 
necessary to secure dental fitness. 

Signed. .. . ....... . . . . . . . . . .. . . ... Date ............. .. 

PART 3. To mE DENTIST 
Treatment as detailed in Part 8 is 

approved at £ s. d. which includes 
the payment by the .patient of the sum 
off s. d. 

Signed ........................... Date ............. .. 

PART 4. To be completed by TH!=J. 
PATIENT 

I certify that to the best of my belief 
Examination/Treatment has been completed. 

Signed* .......................... Date .............. . 

FOR OFFICIAL USE 

"In ,the case ·of a clti1d under Hi years 01' an ,invaldd, the parent, g,uardian 01' other .ajLbhorised person 
should sign f,or fue patierut. 

PART 5. To be signed by the Dentist and RETAINED BY THE PATIENT 
I have received £ s. d. in connection with the provision of dental treatment 

under General Dental Services to-

Mr., Mrs., Miss ............................................... . 

of ...................................................... : .. . 

Signature of Dentist ................................. Date ..................... Code No .................. . 

PART 6. To be signed by the Dentist and RETAINED BY THE PATIENT 

\ DENTIST'S CODE NO.1 

I accept Mr./Mrs./Miss ................................................................................. . 
as .a. patient under the Health Services Act (Northern Ireland), 1948, for treatment as 
deta.iled by me in Part 8. 

Signed............................................................. Date ...................................... . 

PART 7. To be'completed by THE DENTIST 

A 

Buc. 

D;J:. )=t: [1=( t:( ,g H H 'H >~ H H)=C .M A ~ ):( / ..... . .. ... ~ 
Right 8 7 6 f. 4 3 2 I r 2 3 4 5 6 7 S Left 

'c' 'r( '<--]' 'i-rr~J) H LI U!\ iLl "-, u'L-O::::( II 8~,/ ~·l ... ·! .. • .. ;.,. )_ ...... ...: ..... :" J ... .l ... --<, \ i \ ! \ / \U .. ./-.. t. ... ' -~ " ~ '" .. ' -~'. 
A --~~ --~ 

.__ _ _1--__ .__ _ 

*Use E.D.C.B.A. where appropriate. Alternatively Form HS 45/Part 7a may be used. 
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PART 8. DETAILS OF TREATMENT AND FEES 

Column I £ s. d. Column II £ s. d. 

Examination and Report.................................................. .......... .......... .......... ........................................ ..... . ...................... , ..... . 

X-Ray and Report............... I .......... .......... .......... I' ............................. . 
:::::s~~~.=.~~~~~=~:~.(date)·······T·················· ...... :::::::::: :::::::::: :::::::::: ··················1······················· :::::::::: :::::::::: :::::::::: 

Root Treatment ...... :............. I .......... .......... .......... j ............................. . 
Extractions .............................. ---1 .......... .......... .......... 1---·-11·········· ................... . 

General Anaesthetic .................................................................................................................................................................... . 

Anaesthetist's Signature ................................................. . 

crowns ........................................ ----J----J .............................. !---,----!i ............................. . 
Inlays ... :......................................... l-~--! .............................. I~--I-~--i ............................. . 
Dentures I----l .• ---1----4 .......... ................... . ................................... . ............................ . 

Denture repairs-Other forms of treatment 

£ £ 
PART 9. I certify that Treatment as shown in Col. I-Col. II was completed on 
.. , .................................................... and that extractions necessitating denture~ were 
completed on ...................................................... and I claim fees amountmg to 
£ . : . 

Signed.......................................... Date .......................... . 

PART 10. 'OBSERVATIONS 
The patient is in possession of dentures 

--I--
State age, condition, fit, and notation. 

EXPLANATORY NOTE 
(This note is not part of the Regulations, but is intended to 

indicate their general purport.) 
These Regulations prescribe a revised Dental Estiml:J.te Form to' take 

account of the exemptions from charges for dentures coming into effect on 
1st June, 1961. They also remove the obligation upon'the dentist to inform 
the Dental Est~mates Committee in writing, as well as submitting a modified 
estimate form, when an item requiring their prior approval becomes necessary 
during a course of treatment for which prior approval was not originally 
required. . 
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