D. WAYNE HUGHART, DDS. MS

PRACTICE LIMITED TO ENDODONTICS

109 Fox RoaD
KnoXviLLe, TN 37922

PHONE: (865) 692-2380
FAX: (86S5) 692-2382

PERSONAL INFORMATION:

NAME: et e =z v

NICKNAME: - e .

ADDRESS:  smarea- e~ TR T CITyY: ___ o STATE: - . e SR
HOME PHONE: : y  WORK PHONE: - ) Sex: _
BIRTHDATE: _ § o _SociaL SrcuRrITY ¥
OCCUPATION ) EMPLOYER:

EMPLOYER'S ADORESS:

EMERGENCY CONTACT: EMERGENCY CONTACT PHONE:

DENTAL INSURANCE INFORMATION:

PoLICY HOLDER'S NAME: RELATIONSHIF:

BIRTHDATE: , SOCIAL SECURITY ¥:
EMPLOYER: WoRK PHONI:
INSURANCE COMPANY: ) i __ GROUP #:

ADDITIONAL DENTAL INSURANCE:

PoLicy HOLDER'S NAME: . omams - o mon arimanas T T RELATIONSHIP: oome o
BIRTHDATE: e SOCIAL SECURITY M:

EMPLOYER: o WORK PHONE: LS 2
INSURANCE COMPANY: 3 GROUP #:

MEDICAL HISTORY:

PLEASE CHECK ALL THAT APPLY & ANY CONDITIONS NOT LISTED:

J ArTHRITIS 0 sinus Trounwe J HEART TROUBLE/SURGERY

d HeraTiTIS OR JAUNDICE 0 ProLonces BLeeDING O CANCER OR TUMOR

O LIVER DISEASE O FAINTING TENDENCY O TusrrcuLosiS

3 ErLersy 0O HicGwLow BLOOD PRESSURE J DiageTES

O Tryroio DISCase O cHest Pain O KIDNEY/BLADDER TROUBLE

O GLaucoma 0 sTroxe O Anemia

J RADIATION TREATMENT 0 SHORTNESS OF BREATH O PevcHiaTRIC PROBLEM B
3 LunG DIsSEASE O AsTHMA Or HAYFEVER O PROSTHETIC JOINT REPLAGEMENT

J CoLo Sores O TMJ/CLICKING JOINT wWHEN?

3 Hiv or AIDS 0O BLoop DiIsEASE J orHer

SOME MEDICAL CONDITIONS REQUIRE MEDICATION PRIOR TO TREATMENT. IT MAY OE NECESSARY TO

RESCHEDULE YOUR APPOINTMENT TO ENSURLE YOUR SAFETYY.

DO YOU HAVE AN ALLERGY OR INTOLERANCE TO ANY OF THE FOLLOWING?

O pPenicituin 0 cooeine U surra

O Aseirin O LaTex 3O oTtHeRr  PLEASE TURN OVER ‘=




PATIENT INFORMATION:
CONTINUED:
PLEASE LIST CURRENT MEDICATION & SUPPLEMENTS?

MAVE YOU EVER MAD AN EPINEPHRINE REACTION DURING DENTAL TREATMENT? QD Yes o No
ARE YOU PREGNANT? IF YES, HOW MANY MONTHS? = ARL YOU BRTASTFEEDING?

WHO IS YOUR GENERAL DENTIST? PHONE 7:

FINANCIAL ARRANGEMENTS!:
ESTIMATED FEES FOR PRIMARY SERVICES ARE LISTED BELOW.
ADDITIONAL CHARCES MAY APPLY.

EXAMINATION: ...... $100.00 PULP TEST! coverrrenns vessssnssasssnsssssnass 5 30.00
ANTERIORI...ccuuus . $920.00 RETREAT ANTERIOR: coueereenncannees $1210.00
BicusPID: .......... $1020.00 RETREAT BICUSPID: ciccuiiemecnccancens £1320.00
MOLAR: \iviiiiiianns $1220.00 RETREAT MOLAR ccaiiieanrrnnans vererns 31530.00

FOR YOUR CONVENIENCE WE OFFER THE FOLLOWING METHODS OF PAYMENT. PLEASE CHECK THE
OFTION YOU FREFER
JCasK J CHECK QO CreDIY CARD U CARE CREDIT HEALTHCARE FINANCING

WE FILE ALL INSURANCE.
FEES ARE DUE WHEN SERVICES ARE RENDERED,

| AUTHORIZE MY INSURANCE COMPANY TO PAY THE DENTIST ALL INSURANCE SENEFITS OTHERWISE FAYAULE TO ME
FOR SERVICES RENDERED. | AUTHORIZE THE USE OF MY SIGNATURE ON ALL INSURANCE SUSBMISSIONS. | AUTHORIZE
THE DENTISY TO RELEASLE ALL INFORMATION NECESSARY TO SECURE THE PAYMENT OF BENEFITS.

| UNDERSTAND THAY | AM FINANCIALLY RESPONSIBLE FOR ANY BALANGE FOR SERVICES RENDERED RECARDLESS OF
INSURANCE COVERACE FOR SAID TREATMENT.

IN ACCORDANCE WITH THE TERMS OF THEL CONTRACT, IF THE ACCOUNT 15 NOT PAID WITHIN 30 DAYS AFTER THE
SERVICES ARE RENDERED, THE ACCOUNT SHALL UL SUBJIECT TO A STRVICE CHARGE OF 1 1/29% PER MONTH WHICH
SHALL BE COMPOUNDED.

IN THE EVENT THAT THE ACCOUNTY, INCLUDINCG ANY SERVICE CHMARGE 15 PLACED IN THE HANDS OF A
COLLECTION AGENCY OR ATTORNEY. THE PFATIENT/CUARANTOR AGREDS TO PAY AN  ADDITIONAL SO%
OF THE BALANCE DUE TOWARDS COLLECTION COSTS. INCLUDING ATTORNEY'S FEE AND COURT COSTS.
I AUTHORIZE THE DENTIST TO UTILIZE MY X-RAYS AND CASE HISTORY FOR PROFLESSIONAL PRESENTATIONS, ARTICLES,
OR CLINICS.

I HAVE READ AND AGREE TO THE FOREGOING CONDITIONS, AND, TO THE BEST OF MY KNOWLEDGE, ALL

OF THE PRECIEDING ANSWIRS ARI CORRICT,

PATIENT/CUARDIAN SIGNATURE ) o . DATE —




