
TODD WHITLOCK, DDS 
3671 S. Sare Rd. 

Bloomington, IN 47401 
(812) 332-0052 

Patient Information 

Name ____________________________________________        Gender:  M         F       Other     ____________ 

Marital Status:        Single        Married        Other 

Date of Birth _______________________  Age ___________  SS# ____________________________________ 

Home Address _____________________________________________________________________________ 

City _____________________________________________________ State ________  Zip ________________ 

Email Address ______________________________________________________________________________   

Home Phone ______________________________ Work Phone __________________________ Ext. ________ 

Cell Phone ________________________________ 

Preferred method of contact:  Home Phone  Cell Phone  Work Phone  Email 

Employer/School _________________________________ Occupation ________________________________ 

Employer Address ___________________________________________________________________________ 

City ____________________________________________________  State ________  Zip _________________ 

Person Responsible for Account _____________________________  Phone ____________________________ 

Billing Address _____________________________________________________________________________ 

City ___________________________________________________  State _________  Zip _________________ 

^ƉŽƵƐĞͬ'ƵĂƌĚŝĂŶ͛Ɛ�EĂŵĞ ____________________________  Employer ________________________________ 

^ƉŽƵƐĞͬ'ƵĂƌĚŝĂŶ͛Ɛ�KĐĐƵƉĂƚŝŽŶ ______________________________  Work Phone _______________________ 

Emergency Contact Name/Relationship: _____________________________________  Phone:_____________ 

WůĞĂƐĞ�^ŚĂƌĞ�tŝƚŚ�hƐ͙ 
How were you referred to our office? 

  Family or Friend: _______________   Drive by/location  BLOOM 

  Website         Facebook   Google 

  Doctor: _______________________   Healthgrades 

  Other: ________________________   Radio 

Previous Dentist________________________________________ Date of last dental visit _________________ 

zŽƵƌ�ĐŚŝůĚƌĞŶ͛Ɛ�ŶĂŵĞƐ�ĂŶĚ�ages: 
__________________________________________________________________________________________ 

What will keep you as a long term patient in our practice? 
__________________________________________________________________________________________ 

Continued on Back 



 

 

Insurance Information 

Name of Insured ________________________________  Date of Birth ___________  SS # ________________ 

Insurance Co. Name _________________________________________________________________________ 

Phone _________________________________ 

Name of Employer Group Plan _______________________________ Policy # __________________________ 

Claim Filing Address _________________________________________________________________________ 

City_______________________________________ State____________ Zip ___________ 

 

 I authorize use of this form on all my insurance submissions. 

 I authorize release of information to all my insurance carriers.    

 I understand that I am responsible for my bill.        

 I authorize my doctor to act as my agent in helping me obtain payment 
 from my insurance carriers. 

 I authorize payment directly to my doctor. 

 I permit a copy of this authorization to be used in place of the original. 

 

Signature on File _________________________________________________  Date ______________________ 

 

 

 

 

Payment Options: 
Please check preferred 

option: 
  

 Visa/MasterCard 
 Cash 
 Check 
 American Express 
 Discover 

Consent:  I grant authority to TODD WHITLOCK, D.D.S. to perform dental procedures and treatments that may 
be necessary. 

Signature____________________________________________________ Date___________________________ 












