ZODKA!I AGENT-IN-TRAINING FORM

WELCDME TO ZOOKA!

Our mission is to prevent tooth decay before it happens.
We strive to educate you and your child on healthy
aral care practices so that your child’s super hero

smile lasts a lifetime!

TELL USs ABDUWT YOWR CHILD

Child's Name

Child's Birthdateé ———/ /0 Child’s Age —

Nickname Male Fermnale

Child's Home# ()

Child’s Home/ Mailing Address

City State Zip

Emergency Contact {other than parent)

Relationship Phare

How did you learn about Zookal?

Siblings seen by us?

Previous /Present Dentist

{Plzase Circlz]

Last Dental Exam

Name

TELL Us ApauT Yau

Mather —— . Step Mother — . Guardian ——.

Mailing Address (if different from child}

Employer
Work# [——]
Cell#

Email Address

B3t o Home# {__]

S5# Birthdate ——/——/——

TELL US ABOQUT Yau
Father —  Step Father — . Guardian ——

MName

Mailing Address (if different from child]

Employer
WOrKH [ cee] EXt — Home # [o—)

Cell#

Email Address

S5# Birthdate ——/— /.

Insurance Co. Name

Greup# (Plan, Local or Paolicy #}
Policy Owner's Name

Relationship to Patient

Palicy Owner's Emplayer

Employer’s Address

PRIMARY DENTAL INSURANCE

Insurance Co. Phone# | ]

Paolicy Owner's Birthdate /. /. S5#

SECcONDARY DENTAL INSURANECE

Insurance Co. Name

Insurance Co. Phone# (. )

Group# [Plan, Local or Palicy#)

Policy Owner's Name

Relaticnship to Patient

Palicy Owner's Birthdate /. /. S5#

Palicy Owner's Employer

Employer’s Address




ZOOKA! FINANECIAL POLICY

Our mission is ta provide the highest quality dental care. We greatly value aur relatisnship with you and your child, and strive to keep you well
informed of our practices and policies. This afso ensures a smooth and pleasant checkout every visit.

Highlightad below is a brief overview of information that you need to know about our financial policy prior to your child's visit. If you have any
questions, please talk with any of our front office Zooka! agents.

1. Full payment of your estimated patient portion/responsibility is due at the time of ereatment by whomever accompanies your child.

2. We accept cash, check, and major debit/credit cards,

3. Upon approval, and pricr to treatment, financing is available through Care Credit, Capital One Healthcare Finance and American General.
4. Non-sufficient funds (NSF) checks and NSF feas will be debited from your account electronically.

5. If accurate information is provided and insurance is verified, we will bill your insurance as a courtesy.

Further details of the above numhered peints are as follows:

1. Full payment of your estimated patient partion/responsibility is due at the time of treatment by whomever accompanies your child.
Please note: the parent, grandparent, ar guardian/caretaker accomparying the child is responsible for full payment at the time af treatment.

This poligy also applies in cases of custodial vs. non-custodial parent responsibility. If a non-custodial parent is responsible for dental care costs
then payment st time of service must be arranged prior $0 treatment.

2. We accept cash, check, and major dehit/credit cards.
We accept the following forms of payment:
Dption A: Cash, check*, or money erder
Option B: Credit Card -Visa debit/credit, MasterCard debit/credit, Discaver, American Express

3. Upon approval, and prior to treatment, financing is available through Care Credit, Capitol One Heaithcare Finance and American General.
Payment plans are available through Care Credit, Capitol One Healthcare Finance, and Americen General. [Information packets/applications are available
ak the front office.]

4. Non-sufficient funds (NSF) checks and NSF fees will be debitad from your aceount electronically.
*All checks returned due to non-sufficient funds {NSF) or closed accounts will be processed through Na Bad Checks. No Bad Checks will
electronically debit the face value of the NSF check and a $25 NSF fee from your account when funds hecome available. No Bad Checks
will forward any uncollected amounts ta & collection agency.

5. If accurate information is provided and insurance is verified, we will bill your insurance as a courtesy.
If you provide us with complete, current, and acourate insurance information, we will bill your insurance as a courtesy. At the time of
treatment, we will estimate and collect, from yau, your deductible and patient portian/respensibility [according to the infermation that
we have verified with your insurance company). Please note this amount is only an estimate and you are responsible for all amounts not
coverad by your insurance company.

Most insurance companies base their benefits on UCR (usual, customary, and reasonable] fees. These fees reflect the benefits your
employer has chasen and do not reflect the fees charged by us or other dentists in this area. We do not have centrol over your insurance
company's interpretation of their responsibility in paying yaur bill or the length of time it takes for them to pay. We cannot accept
responsibility for reprocessing a claim after B0 days or for negotisting a disputed claim. Upon notification from the insurance company of a
denial or dispute of the submitted claim, or if a claim is outstanding for mare than S0 days, we will bill the full amount of the claim to you.
You must address all guestions regarding insurance berefits directly with your insurance carrier ar employer.

YDUR SIGNATURE BELOW ACKNOWLEDGES THAT YOU HAVE READ THE ABOVE FINANCIAL POLICY AND AGREE TO ITS TERMS AND
CONDITIONS. THIS SIGNED FORM ALLOWS US TO PROCESS YOUR INSURANCE CLAIMS, RELEASE MEDICAL/DENTAL INFORMATION
TO INSURANCE COMPANMIES, AND PROVIDE MEDICAL/DENTAL INFORMATION TO OUTSIDE PROVIDERS WHEN NECESSARY TO
COMPLETE THEATMENT.

PARENT/GUARDIAN DATE

REVISED 1/16/2006 ZoOKA! AGENT INITIAL




MEDICAL HISTORY

Why did you bring your child to Zocka! today? Is your child in good general health? Yes No

Has your child had any of the following medical problems?

Abnormal / Prolonged Blseding Yes No
Asthma Yes No
Blood Disorder-Congenital or Developed Yes No

Is this your child’s first dental visit? Yes No Congenital Heart Defect / Heart murmur ~ Yes No

If no, date of last exam Seizure Disorder / Epilepsy Yes No
Diabet Yes N

Has your child experienced an unfavorable medical or la. eres . °

dental visit? Yes No if Yes, please explain: Major Organ Disorders? ' Yes No
Rheumatic / Scarlet Fever Yes Nao

Does your child have any mouth hahits?  Circle one: Comments / Anything not listed above?

On-Demand Nursing / Bottle Habits? Past. Present NA

Thumb Sucking? Past Present NA

ifier?
Pacifier? Past Present NA List all madications your child is currently taking None
Other? :

Does your child take fluoride supplements?  Yes Na

List ALL allergi ex: food, medicine, latex, ete. N
\What is your greatest dental concern far your child? s allergies | } one

How do you think your child will act toward the dentist? List any Mental / Physical Disahilties? None
Child’s Physician's Name List all Hospitalizations (when and why) None
Physician's Phone#

PLEASE READ THE FOLLOWING CAREFULLY AND SIGN BELDOW:

| hereby apply for acceptance of my child as a patient of Zocka! | am aware and authorize the doctors of Zooka!, in addition
to their trained dental auxillaries, to perform dental treaiment upon my child [or legal ward).

| consent to treatment of diagnostics (photas, xrays, impressions, or examination) deemed necessary by the doctors of Zooka!
After diagnostics have been performed, | will be presented with a treatment plan that outlines all planned procedures.

This treatment plan will be explained to me to my satisfaction. All procedures, alternatives, risks, and questions about
recornmended procedures will be answered prior to treatmeant being rendered. | authorize the doctors of Zooka! ta periorm
restorative treatment (fillings) or other recormmended preventive or active therapy deemed necessary. | also agree to the use
of advisable local anesthesia, and the use of nitrous oxide /oxygen (laughing gas) as recommended by the doctors of Zookat
Nitrous oxide/oxygen is used to calm my child and make his or her dental experience easier while remaining awake. { also
recagnize that unforeseen circumstances may necessitate additional ar different procedures from those originally planned. |
therefore authorize and request the performance of any additional procedures that are deemed necessary or dasirable for my
child's oral health and well being in the professional judgment of the doctors of Zookat

| understand that all original dental records, including, but not fimited to, treatment plans, chart notes, and radiographs,
are the praperty of Zookal Copies will be provided only upon written or verbal request from a parent, dentist or physician.

| hereby state that | have read and understand this consent and that the information that | have given is correct ta the best
of my knowledge. To ensure the highest quality of care, | also understand it is my responsibility to inform this office of any
changes in my child’s medical status.

PARENT/GUARDIAN DATE

REVIEWED By DATE

COMMENTS




ZOOKA! CODE DF CONDULCT

By signing this form, ] understand and agree that | need to give at least a 24-hour notice to cancel my
chiid’s appointment. | understand that the time | reserve far my child could be used by ancther child,
(possibly a child in pain).

By signing this form, [understand and agree that if | miss or cance! my child's appointment without a
24-hour notice, a $25 missed /broken appointment fee will be charged and must be paid prior to
rescheduling the appointment.

By signing this form, | understand and agree that by committing to keeping my child’'s appaintment, [ can
make the difference in making sure all Zooka! children are able to have a happy and heaithy Zookal smile.

Child’s Name

Parent,/Guardian Namels)

Parent,/Guardian Signaturs(s)

Date




