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Patient Information 

Patient Birthdate__/__/__          Today’s Date __/__/__ 

Title:         ○ Dr.  ○ Miss   ○ Mr.  ○ Mrs.   ○ Ms. 

First ________________    Middle________________ Last_________________ 

Address____________________________________________________________ 

City_________________________   State______   Zip ____________ 

Telephone:  Home ________________   Work ________________ Ext. ________ 

Cell ________________  Email: _________________ 

How would you like appointment reminders? ○ Text  ○ Email   ○ Phone   ○ Mail  

 

How did you find us? ___________________________________________ 

Gender: ○ Female    ○ Male              Status: ○ Child ○ Married     ○ Single 

Social Security Number ____-____-______ (Parent’s SS# if Minor Child) 

Occupation________________ Employer_____________________ 

Emergency Contact: 

Name____________________ Relationship______________________ 

Telephone Number _________________ 

Address____________________________________________________________ 

City_________________________   State______   Zip ____________ 

Financial Responsibility Information for Dr. W. Scott Hendricks, D.D.S.: 

I understand that I am responsible for all fees incurred regardless of insurance 

coverage. 

 

X_____________________________________________________________ 

    Signed (Patient or Parents of Minor Child) 
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Health History 

Please check if you have or have you ever had the following: 

___High Blood Pressure   ___Cardiac Pacemaker 

___Heart Problem        ___Mitral Valve Prolapse 

___Infective Endocarditis  ___Leaky Heart Valve 

___Artificial Heart Valve   ___Asthma 

___Epilepsy     ___Diabetes 

___Systemic Lupus   ___Radiation Therapy 

___Bleeding Problems   ___HIV or AIDS 

___Attention Deficit Disorders  ___Hemophilia/Blood Disorders 

___Prolonged Healing   ___Fibromyalgia 

___Hepatitis     ___Stroke 

___Immunosuppression   ___Thyroid Problem 

___Do you Smoke?   ___Glaucoma 

___Do you have Ear Pain?  ___Rheumatoid Arthritis 

___Bloody Sputum   ___Night Sweats 

___Weight Loss    ___Anorexia 

___Fever     ___Women, are you pregnant? 

___A Prolonged Cough Lasting 3 Weeks or Longer 

___Artificial Joints: If yes, when? _____________________________ 

___Infected Artificial Joint If None of the Above, Please Initial Here ____ 

Has your doctor told you that you need a premedication prior to dental work? ____ 
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 (Health History Continued) 

Please List All Current Medications _____________________________________ 

__________________________________________________________________ 

Please List All Food Allergies__________________________________________ 

__________________________________________________________________ 

Please List All Allergies to Metals ______________________________________ 

__________________________________________________________________ 

Please List All Medication Allergies_____________________________________ 

_________________________________________________________________ 

Are You Allergic to Latex? __________ 

Physician’s Name _________________ Telephone ___________________ 

I Am Interested In: 

○ Professional Whitening ○ Veneers  ○ Straighter Teeth 

○ Home Whitening    ○ DentalSpa ○ Oral HPV Screening 

Family Health History 

Please indicate which family members (blood relatives only) have the following 

medical conditions (Mother, Father, Siblings, Children): 

High Blood Pressure _________________________________________________ 

Heart Disease _______________________________________________________ 

Stroke _____________________________________________________________ 

Diabetes ___________________________________________________________ 

Rheumatoid Arthritis _________________________________________________ 

Alzheimer’s Disease _________________________________________________ 
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Insurance Information 

Insurance Subscriber Name: 

First ________________    Middle________________ Last________________ 

Insurance Subscriber Birthdate__/__/__ 

Subscriber Relationship to Patient: 

○ Self          ○ Husband            ○ Wife          ○ Mother         ○ Father 

Subscriber Social Security Number ___-___-____ 

Insurance Company Name _____________________________________________ 

Group Plan Name ___________________________________________________ 

Subscriber ID _______________________________________________________ 

Insurance Company Address ___________________________________________ 

City_________________________   State______   Zip ____________ 

Insurance Company Telephone Number _________________________________ 

AUTHORIZATION TO PAY BENEFITS: 

I HEREBY AUTHORIZE PAYMENT DIRECTLY TO THE DENTAL OFFICE 

OF DR. W. SCOTT HENDRICKS, D.D.S. FOR SERVICES RENDERED. I 

UNDERSTAND I AM RESPONSIBLE FOR ALL FEES REGARDLESS OF 

INSURANCE COVERAGE. 

X_____________________________________________________________ 

    Signed (Patient or Parents of Minor Child)  

Your signature will be maintained as ‘signature on file’ so that you do not have to 

sign insurance forms after each visit.                                                    

        Welcome to Our Practice! 
        Printed on 100% Post-Consumer Recycled Paper 
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