NORMAN E. JOHNSON, D.D.S.
STEVE MANZON, D.M.D.

ORAL AND MAXILLOFACIAL
— SURGERY —

OF OCEAN PARKWAY

AVl FEYGIN, D.M.D.
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have the insurance forms properly filled cut and signed by the insured member at the first office visit.
Current Medicaid cards are required for treatment.
NOTE, PLEASE BRING THE NAMES AND DOSAGES OF ALL MEDICATIONS THAT YOU TAKE TO YOUR APPOINTMENT.
’ This helps us provide you with the safest and most effective care.




