DATE

OKUN DENTISTRY

NAME

PLEASE CIRCLE YES OR NO:

PREFERRED NAME

Y N CANCER/CHEMO Y NTHYROID

Y N RADIATION TMENT

GENDER: MALE FEMALE Y N EPILEPSY/SEIZURES Y N DIABETES Y N ARITIFICIALJOINTS
ADDRESS Y N VENERALDISEASE Y NASTHMA Y N HIV

Y N HIGH/LOW BLOOD PRESSURE Y N HEARTTROUBLE
SINGLE MARRIED DIVORCED OTHER Y N PSYCHIATRICPROBLEMS Y N PREGNANT?
E-MAIL Y NDRUG/ALCOHOLADDICTION: IfYes,Circle - PAST (or) CURRENT
SS# Y N HEPATITIS If Yes, TYPE
DATE OF BIRTH OTHER MEDICALISSUES
HOME # CURRENT MEDICATIONS
CELL # ARE YOU ALLERGICTO ANY OF THE FOLLOWING?
WORK# Y N PENICILLIN Y N LATEX
EMPLOYER PLEASE LISTANY OTHER DRUGS YOU ARE ALLERGICTO:
SPOUSE/PARTNER

DATE OF BIRTH

EMER. CONTACT

MEDICALPHYSICIAN

PHONE #

CHILDREN: CURRENTLY ON FLUORIDATED WATER? Y N

PHONE

REFERRED BY:

WHAT IF ANYTHING WOULD YOU LIKE TO CHANGE ABOUT YOUR SMILE?

PLEASE NOTE: A FEE WILL BE CHARGED FOR APPOINTMENTS CANCELLED WITH LESS THAN 24 HOUR NOTICE.

INSURANCE RESPONSIBILITY: DENTAL INSURANCE

SUBSCRIBER:

Yourdental insuranceis based upona contract betweenyou and/oryouremployer and aninsurance company. Ifyou have questions
aboutyourbenefits, itis best foryou to contact youremployer orinsurance companydirectly. Regardless ofany dental insurance
benefits, the patient(responsibleparty) is ultimately responsible for all charges. Our office will submit most insurance cl aims; however, to
keep ourfeesas|ow as possible, your “ESTIMATED” portion is expected on date of service.

SIGNATURE

DATE

FINANCIALRESPONSIBILITY:

I understandthatthe informationthat| have givenis correctto the best of myknowledge, that it will be heldin the strictest of confidence,
anditis myresponsibilityto informthis office of anychangesinmyormychild’s medicalstatus. | alsounderstandthat| am responsible to
payforservices rendered, induding reasonableattorney’s fees and costs of collectioninthe event ofdefault. | further understand thatifa
paymentbecomes 60 days pastdue, delinquencyatthelesser of the annual rate of18%, orthe maximum allowable rate, willbe due on
delinquentamounts fromthe date the payment was due.

SIGNATURE DATE




