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% B (630)369-4844
v Champerdental.com PATIENT REGISTRATION
ID: Chart ID:
First Name: - =D N N — ~ LastName: i iy _ Middle Initial:
Patient Is; [ _] Policy Holder Preferred Name: . 5 o
[ ] Responsible Party

—Responsible Party (if someone other than the patient) —— — — —

First Name: , Last Name: ) Middle Initial:
Address: ) . = Nl _ Address 2: . —— ,

. City, State, Zip: ~_ Pager

' Home Phone: Work Phone: Ext: Cellular:

Birth Date: Soc Sec: Drivers Lic: 3 I N

O Responsible Party is also a Policy Holder for Patient O Primary Insurance Policy Holder O Secondary Insurance Policy Holder

{ Patient Information — e — — N ——

. Address: e = e  Address 2: .

City: . s o’ State / Zip: N Pager:

Home Phone: Work Phone: Ext. __ Cellular:
Sex: O Male () Female Marital Status: () Married () Single () Divorced (O) Separated () Widowed
Birth Date: Age: Soc. Sec: Drivers Lic:

| E-mail: | Ep— - 3 ~ [] 1 would like to receive correspondences via e-mail.

| 3

| —— Section 2 Section3  —

| Employment Status: () Full Time (O Part Time (O Retired AdguonatSammarts;

| Student Status: (7 Full Time (O Part Time

| Medicaid ID: == I Pref. Dentist: B .

EmployeriD: ~ Pref. Pharmacy:
CarrierID: — A Pref. Hyg.: . .

—prisry Iokiraie FSBWRn————— e Cr———a——
Name of Insured: Relationship to Insured:() Self () Spouse () Child () Other
Insured Soc. Sec: Insured Birth Date:

Employer: i » RN o Ins. Company: S - - B B
Address: Address:
Address 2: Address 2:

|

i City,State, Zip: City,State, Zip: N

' Rem. Benefits: .00  Rem. Deduct: 00

.—Secondary Insurance Inforn:l;tion === == —— — = = = — e
Name of Insured: Relationship to Insured:() Self () Spouse () Child () Other
Insured Soc. Sec: Insured Birth Date:

Employer: B Ins. Company:
Address: B ! Address: -
Address 2: § ’ Address 2:
City, State, Zip: | City,State Zip:
| Rem. Benefits: .00 Rem. Deduct:



Dr. Leon Champer DDS
1 1001 E. Ogden Ave, Suite 202 _ _
Y ’“ Champer Family Dentistry
Y Napewi”e, IL 60563 Eaglesoft Medical History
s 4 (630)369-4844 Birth Date: Date Created:
Champerdental.com

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have, or medication that you may be taking, c

Are you under a physician's care now? ives OINo If yes I |
Have you ever been hospitalized orhad a major operation? Oives ONo If yes E ‘ %
Have you ever had a serious head or neck injury? Oves ONo If yes i . j
Are you taking any medications, pills, or drugs? (Oves ONo If yes E _____ s T TN [ ‘ = i ‘ : F
Do you take, or have you taken, Phen-Fen or Redux? Oves Ono If yes E el ¥ l
Have you ever taken Fosamax, Boniva, Actonel or any other  (Dyves (Do If yes E o . & s LB J
medications containing bisphesphonates? e :
Are you on a special diet? Oves Ono

Do you use tabacco? OYes Ono

Do you use controlled substances? Oves ONo If yes mm_ . b B0 4 ¥ L j o = —!

‘YWomen: Are you.,.
[[]Pregnant/Trying to get pregnant? [JNursing? [[]Teking oral contraceptives?

Are you allergic to any of the following?

[[JAspirin []Peniciliin [[]Codeine [JAcrylic
[JMetal [JLatex []5ulfaDrugs [[]Local Anesthetic
Other? El FFyes ! | e

Do you have, or have you had, ény of the following?

AIDS/HIV Pasitive (Oves (Mo |Cortisone Medidne (OvYes (ONo  |Hemophilia (Oves (Jno  |Radiation Treatments (Oves (ONo
Alzheimer's Disease (Oves (OMo |Diabetes Oves (Mo |Hepatitis A (Oves (OMo  |RecentWeightLoss Oves Oho
Anaphylaxs (O vyes (ONo |Drug Addiction (OYes (OMo |HepastitisBorC (O¥Yes ()Mo |Renal Dialysis Oves (ONo
Anemia (O ves (ONo | Easily Winded (Cives (ONo  |Herpes (OYes (OnMo  |Rheumatic Fever Oves OinNo
Angina (Oves (ONo  |Emphysema (OJYes (ONo |HighBlocd Pressure (OvYes (Mo |Rheumatism Oves o
Arthritis/Gout (Oves (ONo  |Epilepsy or Seizures (ves (O)No  |High Cholestercl (O¥es (Mo | Scarlet Fever Oves (o
Artificial Heartvalve Ovyes (ONo Excessive Bleading (Oves (ONo |HivesorRash Oyes ONo Shingles Oves Owo
Artificial Joint (OYes (Mo  |Excessive Thirst (Oves (ONo  |Hypoglycemia (Oves (ONo |Sickle Cell Disease Oves ONo
Asthma (Oves (ONo  |Fainting Spells/Diziness  ((ves (ONo | Irregular Heartheat (Oves (COiNo | Sinus Trouble Oives Ono
Blood Disease (OYes ()Mo |Frequent Cough (Oves (JNo  |Kidney Problems (OYes ()Mo |SpinaBifida Cives (ONo
Blood Transfusion OvYes ONe Frequent Diarrhea O ves ONo Leukemia (Ovyes ONo Stomach/Intestinal Disease (ves (Mo
Breathing Problems (OYes (ONo |FrequentHeadaches (Oves (ONo |LiverDisease (Oves (Mo [Stroke Oves Oo
Bruise Easily (OYes (JNo  |Genital Herpes (OYes (OMo  |LowBlood Pressure Oves (ONo | Swelling of Limbs (Dyes (Mo
Cancer (Oves (JNo  |Glaucoma {tes ()Mo |LungDisease (O ¥es (Mo |Thyroid Disease O ves (Do
Chemotherapy (Oves (ONo |Hay Fever Cives Omo | Mitral Valve Prolapse Oves (ONo | Tonsillitis OYes ONo
Chest Pains (Oves (ONo |HeartAttack/Failure Oyes (ONo |Osteoporosis Oves ONo | Tuberculosis (ves ONo
Cold Sores/FeverBlistes (O vYes ((JNo |Heart Murmur (Ovyes (ONo  |PaininJaw Joints (Oves (ONo  |Tumors or Growths Oves ONo
Congenital Heart Disorder (Oves ()Mo | Heart Pacemaker (OYes (OmMo  |Parathyroid Disease (Cives (ONo | Ulcers Oives Oivo
Convulsions (OYes (OJNo  |Heart Trouble/Disease (Oves (ONo | Psychiatric Care (Oives (Mo |Venereal Disease Oves OiNo
Yellow Jaundice Oves (iNo

Haveyou ever had any serious illness not listed above? Oves Do If yes i ‘ i

Comments:

To the best of my knowledge, the questions on this form have been accurately answered, I understand that providing incorrect information can be dangerous to my {or patient's) health. Itis my
responsibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X Date:



Hea|th History Form ADA Amgrican Dental Association®

America’s leading advocate for oral health

{Email: Today's Date: ]

As required by law, our office adheres to written policies and procedures to protect the privacy of information about you that we create, receive or maintain. Your answers are for our
records only and will be kept cenfidential subject to applicable laws. Please note that you will be asked some questions abaut your responses to this questionnaire and there may be
additional questions concerning your health. This information is vital to allow us to provide appropriate care for you. This office does not use this information to discriminate.

‘Name: Home Phone: include area code Business/Cell Phone: include area code A
Last First Middle ( ) ( )
Address: City: State: Zip:
Mailing address
Gecupation: Height: Weight: Date of Birth: Sex: M F
SS# or Patient ID: Emergency Contact: Relationship: Home Phone: include areo code Cell Phone: include area code
( ) ( )
If you are completing this form for another person, what is your relationship to that person?
Your Nome Relationship
Do you have any of the following diseases or problems: (Check DK if you Don't Know the answer to the the question) Yes No DK
Active Tuberculosis....... T S S 8 5 D B3 S B AR VAR A RS R T o oo
PErSIEEEt Colgh G ctar T a s WEER DT oo e o s S e A S S B e A A « O EE
Colighthat prodUCes BIOOM. . . oo voonsiniineis s e s s e s A  e E TR s T RS R R T W  =
Been exposed to anyone With TUDEICUIOSIS. ...........oooiii e S e rs T T Ooa
[f you answer yes to any of the 4 items above, please stop and return this form to the receptramst )

D e ntal I nfO I’mat 10N For the following questions, please mark (X) your responses to the following questions.

[ Yes No DK Yes No DK
Do your gums bleed when you brush or floss?.................. O O O |Deyouhave earaches or neck pains?......... ..o EREE
Are your teeth sensitive to cold, hot, sweets or pressure? .....................00 00 O | Doyouhave any clicking, popping or discomfortin thejew? .. ..........00 0O O
I8 OUE PO A e s R R TS e .0 O O | Doyoubruxor grind your teeth? .. . 0o0oao
Have you had any periodontal (qum) treatments? ... EH AEE Do you have sores or ulcers in your mouth? . W [
Have you ever had orthodontic (braces) treatment? ................................... 1 [ O | Doyouwear dentures or partials? ... ooao
Have you had any problems associated with previous dental treatment?....... 0 O O | Do you participate in active recreational activities? ................0 0 0O
Is your home water supply fluoridated?...........ooooecciicvoiiciiicisensssn. @ [ [ | Have you ever had a serious injury to your head or mouth? . .. ooao
Do you drink bottled or fittered WatBr ... smsisiiins i O O O |Dateofyourlast dental exam:

If yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY What was done at that time?
Are you currently experiencing dental pain or discomfort?................. O O O [Date of last dental x-rays: i
What is the reason for your dental visit today? ) 5 i B o T

'How do you fel about your smile? b n il

\

M ed ICa | |nf0 rm at| ON Pplease mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

[ Yes No DK Yes No DK )
Are you now under the care of a physician? ..., 1 0 0O Have you had a serious illness, operation or been hospitalized
Physician Name: Fhone olide areocode in the past 5 years?............ gt D D‘ O

( ) If yes, what was the illness or problem?
Address/City/State/Zip:
Are you taking or have you recently taken any prescription
or over the'counter medicine(s)? ... oo e e O
Areyaliingoodhealth? . . oo s i e e R Oooag If so, please list all, including vitamins, natural or herbal preparations

Has there been any change in your general health within the past year?.......... [ B [T and/or dietary supplements:

If yes, what condition is being treated?

Date of last physical exam:

1 J

© 2012 American Dental Association
Form S500




PATIENT ACKNOWLEDGEMENT & CONSENT FORM

Effective April 14, 2003, the new federal law known as the Health Insurance Portability and
Accountability Act of 1996 ("HIPAA") require that this office comply with certain rules regarding the
maintenance of the privacy of your information that we have collected and will collect in the future. To
comply with one of HIPAA's requirements, we are giving you a copy of our Notice of Privacy Practices.
This notice of Privacy Practices contains the information that HIPAA requires us to disclose regarding
our privacy practices. Existing Law requires (in addition to our attempt to obtain your written
acknowledgement discussed above) us to first obtain your written consent prior to disclosing any of your
information except for our disclosures in connection with: a defense to a claim challenging our
professional competence; a review entity's functions; a claim for payment of fees; a third party payer‘s
examination of our records; a court order as part of a criminal investigation; an identification of a dead
body; a licensure investigation; or a child abuse/meglect investigation. From time to time it may be
necessary for us to make disclosures of your information in connection with your treatment. For
example, we may make a referral to or consult with another dentist or other health care professions\al,
provide a specimen to a laboratory for testing or otherwise make a disclosure of your information in
connection with providing or coordinating your treatment.

PATIENT ACKNOWLEDGEMENT

Please sign this form below to acknowledge that you have today received a copy of our notice of privacy practices.

I acknowledge that I have today, , received a copy of the Notice of Privacy Practices.
Patient Signature Patient Name (printed)
CONSENT

Please sign this form below under the heading "Consent" to consent to our disclosures of your information that we deem
necessary in order to provide you with proper treatment.

I consent to your disclosures of my information, which you deem are necessary in connection with my
treatment. I understand that such disclosures may not be of the type listed above.

Patient Signature Patient Name (Printed)

> 7
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