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Date:
Patient:
Last Name First Name Middle Initial Preferred Name

Street Address: City: State: Zip Code:
Home Phone: Cell Phone: E-mail:
Sex: OM OF Age: Birth Date:

Q Married Q Widowed Q Single Q Minor Q Separated Q Divorce Q Partnered for ___years
Employer/School: Occupation:
Employer/School Address: Employer/School Phone:
Spouse/Parent Name: Spouse/Parent Birth date:
Spouse/Parent Employed by: Occupation:
Business Address: Business Phone:
Who is responsible for this account? Relationship to Patient:
Social Security#: Spouse Parent’s Social Security #:
Name of Dental Insurance Company: Group Number:
In case of emergency who should be notified? Phone:

Whom may we thank for referring you?

MEDICAL HISTORY

Physician’s Name: Date of last physical:

Have you ever had any of the following? (Check boxes that apply)

O Allergies O Headaches O Psychiatric Care
O Arthritis O Heart Murmur O Radiation Treatment
O Artificial Heart Valves or Joints, Screws, etc O Heart Problems O RecentWeight Loss
O Back Problems O Hemophilia O Respiratory Disease
0 Bleeding Abnormally O Hepatitis, Jaundice or Liver Disease 0 Rheumatic Fever
O Blood Disease O Hernia Repair O Sinus Problem
O Cancer O High Blood Pressure O Special Diet
O Chemical Dependency O High Cholesterol O Stroke
O Chronic Diarrhea O HIV/AIDS O Swollen Neck Glands
O Circulatory Problems 0 Low Blood Pressure O Thyroid
O Congenital Heart Lesions O Mitral Valve Prolapse O Ulcer
O Diabetes 0O Nervous Problems O Venereal Disease
O Epilepsy O Pacemaker
Do you have any drug allergies or have you ever had an adverse reaction to any medication or anesthesia? O Yes Q No
If so, what?
Have you ever responded adversely to medical or dental treatment? O Yes O No
Are you taking any rnedication at this time? If so what?
Have you ever taken any of the group of drugs collectively referred to as“fen-phen” These include combinations of iorimin, Adipex. Fastin (brand names
of phentermine), Pondimin (fenfiuramine) and Redux (dexfenfluramine.) Q Yes O No
Are you under the care of a physician? Q Yes O No Forwhat conditions?
If patient s a child, what Is his/her weight?
(Women) Do you suspect that you are pregnant? Q Yes O No Due date:
Are you nursing? Q Yes O No Taking birth control pills? O Yes O No

Is there anything else we should know about your medical history?
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To the best of my knowledge, the information provided on this form is complete and correct. | understand that it is my responsibility to inform my
doctor if my minor child ever has a change in health.

CERTIFICATION

MINOR /CHILD CONSENT

| am the parent, guardian or personal representative of

Please Print Name of Minor/Child
and there are no court orders in effect that prohibit me from signing this consent. | do hereby request and authorize the dental staff to perform neces-
sary dental services for the child named above including but not limited to x-rays, and administration of anesthetics, which are deemed advisable by
the doctor, whether or not | am present when the treatment is rendered.

INSURANCE ASSIGNMENT AND RELEASE

| certify that my dependent(s) is covered by insurance with

Name of Insurance Company(ies)

and assign directly to Dr. | understand that | am financially responsible for all
charges whether or not paid by insurance. | authorize the use of my signature in all insurance submissions.

The above-named doctor may use my minor/child’s health care information and may disclose such information to the above-named Insurance Company
and their agents for the purpose of obtaining payment for services and determining insurance benefits or the benefits payable for related services. This
consent will end when the current treatment plan is completed or one year from the date signed below.

FINANCIAL AGREEMENT

| acknowledge that payment is due at the time of treatment:, unless other arrangements are made. | agree that parents, guardians or personal representatives
are responsible for all fees and services rendered for treatment of a minor/child. | accept full financial responsibility for all charges for services or items
provided to me or the patient. | understand that filing a claim with my insurance company does not relieve me from my responsibility for the payment
of all charges.

Signature of Parent, Guardian or Personal Representative Date

Please print name of Parent, Guardian or Personal Representative Relationship to Patient

MEDICAL HISTORY UPDATE
Has there been any change in the patient’s health since the last dental appointment? Yes No

For what conditions?

Is the patient taking any new medications? If so, what?
Date Patient Signature
Date Dentist Signature

MEDICAL HISTORY UPDATE
Has there been any change in the patient’s health since the last dental appointment? Yes No

For what conditions?

Is the patient taking any new medications? If so, what?
Date Patient Signature
Date Dentist Signature
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ADEL H. HANNA, D.D.D

365 N. Main St., Ste A
Springboro, OH 45066
Telephone: (937) 748-2855

Thank you for the opportunity to serve you. Our entire office is dedicated to providing you with the best possible dental
care. If you have dental insurance, we want to help you receive your allowable benefits.

We request payment be made in full at the time services are rendered if you are a non-insured patient. If you are insured you
are responsible for your deductible and co-payment at the time of services. You may pay by cash, check, Visa/Master Card,
Discover or American Express.

Balance older than 30 days may be subject to additional collection fees and interest charges of 1.5% per month. A 24 hour
notice of cancellation is required. OUR OFFICE RESERVES THE RIGHT TO CHARGE FOR ANY MISSED APPOINTMENTS. If this
account is assigned to an attorney or collection agency for collection and/or suit, the practice shall be entitled to forward
these fees and cost to your account.

Itis important that you realize that your insurance contract is between YOU and your employer and the insurance company.
WE ARE NOT A PARTY TO THE CONTRACT. Even though we will assist you in filing your insurance claims all charges are YOUR
responsibility.

PLEASE READ AND SIGN BELOW

| understand and agree that | am ultimately responsible for my account. | have read this form and understand it in full. |
certify the information given is true and correct. | will always notify you of any changes.

Signature of Parent/Patient Date
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We can only disclose your protected healthcare information under the terms of the HIPAA polices. If you wish to grant any person besides the patient
or responsible party listed on our patient information forms to have access to your protected health information please indicate below.

Patient Name: DOB:

Responsible Party: (Parent or Legal Guardian)

RECORDS - Type of Health Information (Check all that apply)

|:| Dental Treatment Records |:| Appointment Records |:| Contact Records |:| Insurance Records
D Medical Records D Referral Records D Billing Statements
TO

Relationship to Patient

COMMUNICATION

Please indicate the forms of communication that are acceptable to use for the patient, responsible party, or any persons indicated for release. Anyone
you listed in the above section to release information to should also be listed in this section. Only fill in the information asked if you are consenting to
contact the person by the means indicated.

Please list

Name Cell Phone Other Phone Preferred method of
contact

Do we have permission to leave a message on home/cell voice mail for numbers listed? O Yes O No
Do we have permission to leave a message on work voice mail for numbers listed? O Yes Q No
EXPIRATION
This authorization has no expiration unless | provide a written termination request as well as sign and date a new authorization form

This authorization will expire on

Signature of Patient or Responsible Party Date

I, (PLEASE PRINT CLEARLY) Hereby, authorize Adel Hanna, DDS to release the Protected Health
information and utilize indicated methods of communication as specified above.

All patients over the age of 18 MUST sign their own forms. Patients under the age of 18 cannot sign for themselves. ONLY a parent or a legal guardian may sign for a
patient under the age of 18. (Legal Guardian= you are the biological parent of the minor or you have been granted custody or guardianship over this minor by the courts.)
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