
Welcome!
  S H A W N  W I D I C K ,  D . D . S . , I N C .

  704 Healdsburg Avenue , Su i te A

Healdsburg CA 95448

Patient Information

Today’s Date:  _______________ E-mail Address:  _______________________________________  ☐ Yes  ☐ No - I would like to receive correspondences via email

Name:  ___________________________________________________________________   I prefer to be called:  _______________   ☐ Male    ☐ Female
 Last First Mi Mr  Mrs  Ms  Dr

  
Birthdate: ___ /___ /_____ Age: ______    Social Security #: ________________________  ☐ Single   ☐  Married   ☐ Divorced   ☐ Widowed   ☐ Separated

Home Address:  _______________________________________________________________________________________________________________
 Street City State Zip

Home Phone #: ( _____ ) _____________  Cell #: ( _____ ) ______________ Work Phone #: ( _____ ) ____________  Ext: ______ Driver’s License #:  _________

Where & when are best times to reach you?  ________________________ Whom may we thank for referring you?  ___________________________________

Other family members seen by us:  ________________________________________________________________________________________________________

Responsible Party (if someone other than patient)
Name:  ___________________________________________________________________   I prefer to be called:  _______________   ☐ Male    ☐ Female
 Last First Mi Mr Mrs Ms Dr

Birthdate: ___ /___ /_____ Age: ______     Social Security #:  _______________________  ☐ Single   ☐  Married   ☐ Divorced   ☐ Widowed   ☐ Separated

Home Address:  _______________________________________________________________________________________________________________
 Street City State Zip

Home Phone #: ( _____ ) _____________  Cell #: ( _____ ) ______________ Work Phone #: ( _____ ) ____________  Ext: ______ Driver’s License #:  _________

Spouse Information
His / Her Name:  __________________________________________________ Birthdate: __ /___ /____ Social Security #:  ________________________________

Employer:  _______________________________________________  Work Phone #: ( ____ ) _______________  Ext:  _____  Driver’s License #:  _____________

Neighbor or Relative not living with you
His / Her Name:  _____________________________  Relation: _______________Work Phone #: ( ______ )  ___________ Home Phone #: (  ____  )  ___________  

Address:  ______________________________________________________________________________________________________________________________
 Street City State Zip

Insurance
Primary Insurance Dental Coverage?   ☐Yes ☐ No    Relationship to Patient: ☐ self   ☐ spouse   ☐ child   ☐ other  _________________

Name of Insured:  _________________________________________ Insured’s Birthdate: ___ /___ /____ Insured’s Social or ID #:  _________________________

Secondary Insurance Dental Coverage?   ☐ Yes  ☐ No    Relationship to Patient: ☐ self   ☐ spouse   ☐ child   ☐ other  ________________

Name of Insured:  _________________________________________ Insured’s Birthdate: ___ /___ /____ Insured’s Social or ID #:  _________________________

Employer:  _____________________________________________

Phone #:  _________________________________________________

Address:  _________________________________________________

Address 2:  _______________________________________________  

City, State, Zip:  ___________________________________________

Insurance Company:  ______________________________________

Insured’s ID #:  _________________________________________________

Phone #:  ______________________________________________________

Address:  ______________________________________________________

City, State, Zip:  ________________________________________________

Employer:  _____________________________________________

Phone #:  _________________________________________________

Address:  _________________________________________________

Address 2:  _______________________________________________  

City, State, Zip:  ___________________________________________

Insurance Company:  ______________________________________

Insured’s ID #:  _________________________________________________

Phone #:  ______________________________________________________

Address:  ______________________________________________________

City, State, Zip:  ________________________________________________



I affirm that the information I have given is correct to the best of my knowledge, and it is my responsibility to inform this office
of any changes in my medical status. I authorize the dental staff to perform the necessary services I may need. I assign the Doctor 
all insurance benefits. I understand I am responsible for payment of services rendered, any deductible, and co-payment that my 
insurance does not cover. Past due balances are subject to finance charges. I have received a copy of this offices Notice of Privacy 
Practices and the Dental Materials Fact Sheet.

Are you allergic to any of the following?

Do you or have you experienced the following?

Medical History

Dental History


