                                                                                                                                        Joseph R. Hendrick, Jr., DDS, PA
                                                                                                                                        511 North Morgan StreetWelcome

                                                                                                                                        Shelby, NC  28150    * 704-484-0077
Thank you for selecting our dental healthcare team for your dental needs!  We will strive to 
provide you with the best possible dental care.  To assist our staff with your dental needs, please fill out this
form completely in ink.  If you have any questions, please ask.

Patient Information (Confidential)                                              
Name ______________________________________________ Birthdate ____________ SSN _______________________________ Address ____________________________________________City _________________ State ___________Zip_________________ Home Phone Number _________________________________Cell _________________ Work ______________________________ Check appropriate blank:   ____Minor     ____Single      ____ Married      _____Widowed      ____Separated      _____Divorced                                   Patient or Parent’s Employer ___________________________________________________________________________________ Business Address _____________________________________City __________________State _________Zip _________________ Spouse  Name (if applicable)______________________________Employer ______________________________________________ If Patient is a Student, Name of School/College __________________________________City _________________ State _________  Emergency Contact ___________________________________ Relationship _______________ Phone ________________________
Responsible Party (Minors)
Name (father)___________________________________ Birthdate _____________________  Phone Number___________________  Address _______________________________________________________City________________State______ Zip _____________                Employer ___________________________________________________________________ Phone Number ___________________  Is this person a patient in our practice? ___________________________________________________________________________ Name (mother) ________________________________ Birthdate ______________________ Phone Number ___________________ Address ______________________________________________________ City_______________State _______ Zip _____________ Employer ___________________________________________________________________ Phone Number ___________________ Is this person a patient in our practice? ___________________________________________________________________________
Insurance Information
Name of Insured _____________________________________________Relationship to Patient______________________________  Birthdate _______________________________ Social Security Number ________________________________________________ Name of Employer __________________________________________  Employer Phone Number ____________________________ Address of Employer __________________________________________ City ______________ State __________ Zip ___________ Insurance Company _________________________________ Group # __________________ Phone Number____________________ Ins. Address ________________________________________________ City_______________ State __________ Zip ____________  Do you have additional insurance? _______________________________________________________________________________

MEDICAL HISTORY
Patient Name: _________________________________ Date of Birth: ______________________ Today’s Date:__________
Although dental personal primarily treat the area in and around your mouth, your mouth is an important part of your entire body.  Health problems that you may have, or medication that you may be taking, could have an important relationship with the dentistry you will receive.  By completing the health questions you will aid us in your care.Name of Primary Care Physician ______________________________________  Phone Number: ________________________ Date of last visit? ___________________________________________________ Reason for visit: _______________________ Preferred Pharmacy _________________________________________________ Phone Number ________________________
Are you under a physician’s care now? Explain _________________________________________________________________ Have you ever been hospitalized or had a major operation? Explain _________________________________________________ Have you ever had a serious head or neck injury? Explain _________________________________________________________ Are you taking any medications, pills or drugs? Please List ________________________________________________________ Have you ever taken Bisphosphonates (for Osteoporosis)? Explain __________________________________________________ Are you on a special diet? Explain ____________________________________________________________________________   Do you smoke or use tobacco? _____What type_________________________________________________________________ Do you use controlled substances or recreational drugs? __________________________________________________________ Have you had cortisone therapy or steroids within the last three months? _____________________________________________  Are you pregnant/trying to conceive? ____________ Nursing? ______________________ Use Oral contraceptives? __________


	Medical Condition     
	Yes
	No
	Medical Condition
	Yes
	No
	Medical Condition
	Yes
	No 

	AIDS/HIV
	
	
	Excessive Bleeding
	
	
	Low Blood Pressure
	
	

	Alzheimer’s
	
	
	Excessive Thirst
	
	
	Lung Disease
	
	

	Anaphylaxis
	
	
	Fainting/Dizziness
	
	
	Mitral Valve Prolapse
	
	

	Anemia
	
	
	Frequent Cough
	
	
	Osteoporosis
	
	

	Angina
	
	
	Frequent Diarrhea
	
	
	Pain in Jaw Joints
	
	

	Arthritis/Gout
	
	
	Frequent Headaches
	
	
	Parathyroid Disease
	
	

	Artificial Joint
	
	
	Herpes or other STD’s
	
	
	Psychiatric Care
	
	

	Asthma
	
	
	Hay Fever
	
	
	Radiation Treatments
	
	

	Blood Disease
	
	
	Heart Attack
Heart Failure
	
	
	Weight Loss/Gain (Unexplained)
	
	

	Blood Transfusion
	
	
	Heart Murmur
	
	
	Renal Dialysis
	
	

	Breathing Problems
	
	
	Heart Disease
	
	
	Rheumatic Fever
	
	

	Bruise Easily
	
	
	Hemophilia
	
	
	Rheumatoid Arthritis
	
	

	Cancer/Tumors
Type:
	
	
	Hepatitis
Type:
	
	
	Scarlet Fever
	
	

	Chemotherapy
	
	
	High Blood Pressure
	
	
	Shingles
	
	

	Chest Pains
	
	
	High Cholesterol
	
	
	Sinus Trouble
	
	

	Cold Sores
Fever Blisters
	
	
	Hives or Rash
	
	
	Spinal Bifida
	
	

	Congenital Heart Disorder
	
	
	Hypoglycemia
	
	
	Stroke
	
	

	Convulsions
	
	
	Irregular Heartbeat
	
	
	Swelling of Limbs
	
	

	Diabetes
	
	
	Jaundice
	
	
	Thyroid Disease
	
	

	Drug Addiction
	
	
	Kidney Problems
	
	
	Tonsillitis
	
	

	Epilepsy or Seizures
	
	
	Leukemia
	
	
	Tuberculosis
	
	

	Emphysema
	
	
	Liver Disease
	
	
	Ulcers
	
	


                                                                       Allergies – Please indicate any reactions you have to the following
    ___Aspirin   ____Penicillin (other antibiotics)       ____ Sulfa Drugs       ___ Codeine         ___ Metal       ____ Local Anesthetics     ____ Latex _____Acrylic          
   Any other allergies, please explain __________________________________________________________________________________________________                                                 

The information on this form has been answered accurately and to the best of my knowledge.  There are no words on here that I do not understand.  I understand that providing incorrect information can be dangerous to my health.  It is my responsibility to notify the dental office of any changes.
Signature: __________________________________           Date: _________________________
               (Patient, Parent or Guardian)
                                  Dr. Joseph R Hendrick, Jr  *** 511 North Morgan Street  *** Shelby, NC 28150 *** 704-484-0077

Additional Information: MedicalConcerns_______________________________________________________________ Dental Concerns ___________________________________________________________________________________
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