
Welcome
Thank you for selecting us.
To help us meet all your healthcare needs, please fill out this form completely in ink. If you have
any questions or need assistance, please ask us and we will be happy to help.

Patient 1nformation (Confidential) Patient Number _

Name Date _

SS# / SIN Birthdate Home Phone _

Address City State/Prov. Zip/P.C. _

Check Appropriate Box:

Email Cell Phone _

o Separated

If Student, Name of School / College State/Provo 0 Full Time 0 Part Time

Patient or Parent / Guardian's Employer Work Phone _

Business Address City State/Prov. Zip/P.C. _

o Minor o Single o Married o Divorced o Widowed

Spouse or Parent / Guardian's Name Employer Work Phone _

Person to Contact in Case of Emergency Phone _

Responsible Party
Name of Person Responsible for this Account Relationship to Patient _

Address Home Phone _

Email Cell Phone _

Driver's License # Birthdate Financial Institution _

Employer Work Phone SS# / SIN _

Is this Person Currently a Patient in our Office? DYes 0 No

For your convenience, we offer the following methods of payment. Please check the option you prefer. Payment in full at each appoint-
ment.

·0 Cash o Personal Check Credit Card o VISA o MasterCard o I wish to discuss the office's payment policy.

Referral Information
Whom may we thank for referring you to our practice? 0 Patient O Friend _

o Shopper O Newspaper 0 Telephone Book 0 Insurance Company 0 Work 0 Other _

Name of Person or office referring you to our practice: _
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Patient Medical History
Physician Office Phone Date of Last Exam

Yes No Yes No
1. Are you under medical treatment now? 0 0 8. Are you allergic to or have you had any reactions

to the following:
2. Have you ever been hospitalized for any surgical Local Anesthetics (e.g. Novocaine) 0 0

operation or serious illness within the last 5 years? 0 0 Penicillin or any other antibiotics 0 0

If yes, please explain
Sulfa Drugs 0 0
Barbiturates 0 0
Sedatives 0 0
Iodine 0 0

3. Are you taking any medication(s) including Aspirin 0 0non-prescription medicine? 0 0 Any Metals (e.g. nickel, mercury, etc.) 0 0
If yes, what medication(s) are you taking?

Latex Rubber 0 0
Other 0 0

4. Do you use tobacco? 0 0 9. Do you have a persistent cough or throat clearing not
associated with a known illness (lasting more than 3 weeks)? 0 0

5. Do you use controlled substances? 0 0
10. Women Only:

6. Are you wearing contact lenses? 0 0 Are you pregnant or think you may be pregnant? 0 0
Are you nursing? 0 0

7. Do you have or have had any of the following? Are you taking oral contraceptives? 0 0
Yes No Yes No Yes No

High Blood Pressure 0 0 Cardiac Pacemaker 0 0 Stroke 0 0
Heart Attack 0 0 Heart Murmur 0 0 Hay Fever/Allergies 0 0
Rheumatic Fever 0 0 Angina 0 0 Tuberculosis 0 0
Swollen Ankles 0 0 Frequently Tired 0 0 Radiation Therapy 0 0
Fainting/Seizures 0 0 Anemia 0 0 Glaucoma 0 0
Asthma 0 0 Emphysema 0 0 Recent Weight Loss 0 0
Low Blood Pressure 0 0 Cancer 0 0 Liver Disease 0 0
Epilepsy/Convulsions 0 0 Arthritis 0 0 Heart Trouble 0 0
Leukemia 0 0 Joint Replacement or Implant 0 0 Respiratory Problems 0 0
Diabetes 0 0 Hepatitis/Jaundice 0 0 Sinus Problems 0 0
Kidney Diseases 0 0 Sexually Transmitted Disease 0 0 Excessive Bleeding 0 0
AIDS or HIV Infection 0 0 Stomach Troubles/Ulcers 0 0 Mitral Valve Prolapse 0 0
Thyroid Problem 0 0 Chest Pains 0 0 Other 0 0
Heart Disease 0 0 Easily Winded 0 0

Patient Dental History
Name of Previous Dentist and Location Date of Last Exam

Yes No Yes No
1. Do your gums bleed while brushing or flossing? 0 0 8. Do you have frequent headaches? 0 0
2. Are your teeth sensitive to hot or cold liquids/foods? 0 0 9. Do you clench or grind your teeth? 0 0
3. Are your teeth sensitive to sweet or sour liquids/foods? 0 0 10. Do you bite your lips or cheeks frequently? 0 0
4. Do you feel pain to any of your teeth? 0 0 11. Have you ever had any difficult extractions in the 0 0
5. Do you have any sores or lumps in or near your mouth? 0 0 past?

6. Have you had any head, neck or jaw injuries? 0 0 12. Have you ever had any prolonged bleeding following 0 0
7. Have you ever experienced any of the following problems extractions?

in your jaw? 13. Have you had any orthodontic treatment? 0 0
Clicking 0 0 14. Do you wear dentures or partials? 0 0
Pain (joint, ear, side of face) 0 0 If yes, date of placement

Difficulty in opening or closing 0 0 15. Have you ever received oral hygiene instructions

Difficulty in chewing 0 0 regarding the care of your teeth and gums? 0 0
16. Do you like your smile? 0 0

Authorization and Release
I certify that I have read and understand the above information to the best
of my knowledge. The above questions have been accurately answered.
I understand that providing incorrect information can be dangerous to
my health. I authorize the dentist to release any information including the
diagnosis and the records of any treatment or examination rendered to me
or my child during the period of such Dental care to third party payors and/or
health practitioners. I authorize and request my insurance company to pay

directly to the dentist or dental group insurance benefits otherwise payable
to me. I understand that my dental insurance carrier may pay less than the
actual bill for services. I agree to be responsible for payment of all services
rendered on my behalf or my dependents.

x ~~~----~----~~------ __ -- __ -------
Signature of patient (or parent/guardian if minor)

I
Docto.,', Com me,",

__ '-- Siqnature Date _



HAWKINSVILLE DENTAL ASSOCIATES, LLC 
Clarence (Rence) F. Cheek, Jr., DMD 

23 LOVERS LANE ROAD 

HAWKINSVILLE, GA  31036 

478-783-3390 

 

 

Thank you for selecting us for your dental needs.  Our primary mission at our office is to 

deliver the best and most comprehensive dental care available.  An important part of this 

mission is making the cost of dental care as easy and manageable for our patients as 

possible.  

 

To assist you with your dental care investment, we provide the following: 

 

Payment Options 

 

1. Our office accepts cash, check, Visa, MasterCard, Discover, and American 

Express. 

 

2. A 5% bookkeeping discount is offered for cash or check payment in full for 

treatment over $1000 when paid at least 24 hours in advance of appointment. 

 

3. You may set up a payment plan through our office, making a down payment at the 

start of treatment followed by monthly electronic payments through auto debit 

with your checking or savings account. 

 

4. CareCredit – patient payment plans that allow you to pay over time with 

convenient low minimum monthly payments.  “No Interest” or “Extended 

Payment” Plans are offered.   

 

5. Partial Payments for multiple-appointment treatments over $1,000 – patient can 

make 2 payments, ½ payments on initial day and other ½ on completion date. 

 

Insurance 

 

1. We will file insurance claims as a courtesy to you.  You are responsible for the 

estimated payment options in full when services are rendered by using one of the 

above. 

        

2. You should  be aware that the insurance agreement is between you and the  

insurance company.  We will attempt to make a good faith estimate of your 

insurance benefits, but we cannot guarantee your insurance will pay as we 

estimate it.  If the Insurance Company declines to pay its estimated portion, the 

patient is responsible for any remainder of the fee. 

 

If you have questions, please feel free to talk with my Office Manager, Sherry Reeves. 



 

HAWKINSVILLE DENTAL ASSOCIATES, LLC 
Clarence (Rence) F. Cheek, Jr., DMD 

23 LOVERS LANE ROAD 

HAWKINSVILLE, GA  31036 

478-783-3390 

 

FINANCIAL AGREEMENT 

 
To Patient, Parent, or Guardian: 

 

Payment is expected in full at the time services are rendered.  If you have insurance…we 

will gladly process your claim, but we request that you pay your estimated portion in full 

when services are rendered.  Your insurance is an estimate of payment and any balance 

left will be the responsibility of the patient.  We offer several methods of payments 

including:  CASH, CHECK, CREDIT CARDS, and a DENTAL FEE PLAN (Care 

Credit).  If your account becomes past due and collection procedures are rendered, you 

will be responsible for ANY and ALL cost.   

 

 

Signature:______________________________________ 

 

Date:__________________________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

           



HAWKINSVILLE DENTAL ASSOCIATES. LLC

NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW HEALTH INFORTANON ABOUT YOTJ TAY BE U9ED AND DISCLOSED AND

HOWYOU CAil GETACCESS TOTHIS lltlFoRtAnoil.

PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOI'R HEALTH INFORTATION |s IMFORTANT TO US.

OUR LEGAL DUTY
We are required by applicable federal and state law to maintain the privacy of your health information. We are also
required to give you this Notice about our privacy practices, our legal duties, and your rights conceming your hcalth
inbrmation. We must follow the pdvacy prac'ticas that are descdbed in this Notice while it is in effect. This Notice
takes efiect (MttUDDfYR), and will remain in efu untilurc replace it.

We reserve the right to change our privacy prac{ices and the terms of this Notice at any time, provided suc}r cfianges
are permitted by applicable law. We resene the right to make the changes in our privacy practices and the neur
terms of our Notice efieclive for all heallh informatlon that we maintain, including health information we created or
recelved before we made the changes. Before ure make a significant cfiange in our privacy practices, we will ctunge
this Notice and make lhe new Notice available upon request.

You rnay request a copy of our Notice at any time. For more information about our pri\racy prac{ices, or for
additional copies of this Notice, please contact us using the information listed at the end of this Notice.

USES Al{D DISCLOSURES OF HEALTH INFORMANON
We use and disclose health information ebout you fortreatment, payment, and heatthcare operations. For example:

Trcetngnt We may use or disclose your health information to a physician or other heatthcare provider providing
troatment to you.

Payment We may use and disclose your health information to obtain payment for servicec we provide to you.

Healthcarc Operatlonr: We may use and disclose your health information in connection with our healthcare
operations. Heahhcare operations include quality assessment and improvement activities, reviewing the
competence or qualifications of healthcare professionals, evaluating prac{itioner and provider performance,
conducting training programs, accreditation, certification, licensing or credentialing activities.

Your Authorlza0on: In addition to our use of yor health information for treatment, payment or healthcare
openations, you may give us written authorization to use your health information or to disdose it to anyone br any
purpce. lf you give us an authorization, you may revoke it in Miting at any time. Your revocation will not affed any
use or disclosures permitted by your authorization while it was in effeci. Unless you give us a writlen authodzation,
we cannot use or disclose your health information for any reason except those described in this Notice.

To Your Family and Frlende: We must disdose your heahh information to you, as deecdbed in the Patient Rightc
seclion of this Notlce. We may disclose your health inbrmation to a family member, ftiend or other person to the
extent necessary to help with your healthcare or with payment for your healthcare, but only if you agree that we may
do so.

Peronr Involved In Cao: We may use or disdose health inbrmation to notiff, or assist in the notification of
(including identifying or locating) a family member, your pemonal representative or another p€Fon responsible for
your care, of your location, your general condition, or death. lf you ere present, then prior to use or disclosure of
your health information, urc will provide you with an opportunity to obiect to such uses or disclosures. In the event of
your incapacity or emergency circumstiances, we will disclose health information based on a determination using our
professionaljudgment disdosing only health information that is directly relevanl to the person's involvement in your
healthcare. We will also use our professional judgment and our experience with common practice to make
reasonable inferences of your best interost in allowing a penson to pick up filled prescriptions, medical supplies, x-
raye, or other similar forms of health information.



tlar*etng Health-Relabd Servlcec: We will not use your health infurmation for marketing communicationeyuithout
your written authorizdion.

Requlnd by hw: We may use or disdose your heatth information when we are required to do so by law.

Abure or lleglect We may dirclose your health information to appropriate authorities il rve reasonably believe that
you are a posslble vidim of abuse, neglec{, or domestic violerrce or ths poseible vlciim of other crimes. We may
disclose your health information to the extent neoessary to avert a eorious threat to your health or safety or the
health or safety of others.

Na0onal Securlty: We may disclose to military ar.rthorities the health information of Armed Forces personnel under
certain circumstences. We may disdose to arrthorized federal officials health information rcquircd for lanfirl
intelligence, counterintelligencc, and other netional searrity aclivities. We may dieclose to conec{ional institution or
law enforcement official having laMll olstody of protected health information of inmate or patient under certain
circumstiances.

Appolntnent Remlndcp: We may us€ or disdose your health inbrmation to provide you with eppointment
reminders (such as voicemail me8sag6s, postcards, or letters).

PATIENT RIGHTS
Acceol: You have the right to look at or get copies dyour healttr information, with limited exceflione. You may
rcqu€st that $re provide copies in a format other than photocopies. We will use the format you reguest unlegs urc
cgnqot practicably do so. (You must make a request in writing to obtain acoess to your health information. You may
obtain a fgrm to r€qusst agcess by using the contaci infurmation ligted at the end oittris Hotice. We will charge you
a reasonable coet-bas€d fee for expensgg suctt as copies and stetr time. You may aleo requet aooess by eending
us a letter to the address at the end of this Notice. lf you request copies, we witl charge you $0._ for ea-cfr page,
$- per hour for std time to locale and copy your heath information, and postage if-you want the copies mailed to
you. lf you requogt an altemative brmat, we will charge a coet-based fee for providing your health information in that
format. lf you pefer, rve will propare a summary or an erglanation of your health infomiation br a fee. Contacil us
using the informatlon listed at the end of this Notice br a full erglanation of our fee shucture.)

Dlscloculp Accoundng: You have the right to receive a liet of imtian@s in wtrich vye or our business associates
disclosed your heatth information for purposes, other than treatment, paymenl, healthcare operations and certain
other activitlee, for the last 6 years, but not befure Apdl 14, 2003. lf you request thls accounting more than once in a
l2-month period, u/B may charge you a reasonable, coet-basod fee br reeponding to thcse a<lditional requests.

Rcctrlctlon: You have the dght to request lhat we place additionat reetriciions on our use or disdosure of your
health informafion. We arc not required to agree to theso addltional r€stric;tions, but if rve do, vue wlfl abide by our
agreement (except in an emergoncy).

Altematvo Gommunication: You have the right to r€qu$t that we communicate with you about your health
information by altemative means or to altemative locations. (You murt make your rcquert In wrlting.) your
request must sPocry the altemative means or location, and provide satisfectory explanation how payments wiil be
handled under the altemative msans or location you request.

Amendment Yott have the dght to request that urc amend your health information. (Your raquest muet b€ in
witing, and it muct explain wfiy the informaUon should be amended.) We may deny your request under certain
circumstances.

Eloctronlc Nodce: lf you receive this Notice on ourWeb site or by elecironic mail (e-malt), you are entiiled to
receive this Notice in vnitten form.



QUESNONS AND COTPLAINTS
lf you want more informaton about our privacy practicas or have quegtions or concomg, please contact us.

lf you arc concemed that we may have violated your prlvacy rights, or you disagree with a decieion we made about
access to your health infurmation or in Fsponse to a request you made to amend or restrici the use or disclogurc of
your health information or to have us @mmunkxte with you by altemative means or at altemative locations, you may
complain to us using the contaci information listed at the end of this Notice. You also may submit a written
complaint to the U.S. Department of Heatth and Human Services. We wifl provide you with the address to file your
complaintwith the U.S. Department of Heatth and Human $erviccs upon roquest,

We support your dght to the pdvacy of your health information. We will not redaliate in any way if you cfioose to file a
complaint with us or with the U.S. Department of Heatth and Human Seryices.

Contact Offcer: Sheny C. Reeves

Telephone: 47&78&3390 Fax 47&78&'3381

E-mail addrees: sherryoeves@hawkinsvilledental.com

o 2m2 Amodcen Dontal Assodrton
All Rightt Re!6n ed

R.prcducdon .nd use of thig fom by &nde0! and thcir rtrlf lr pcmitbrl. Any odrar us6, duplic.tion or diltributbn of his form by any 0d10r psrly
]€quiflc thc prlor urritbn aFrowl d thc Amerlcan Dcnttl Asaociaton.

tnb For|n b.dr|G.0o.dorly, do- nol condlui. LoJ..Mc., id cor!| qtftfil.r|l, no(!irb,lrw lA|eraf 14 m2I



HAWKINSVILLE DENTAL ASSOCIATES, LLC

l ,

{Please Print Name}

{Signature}

{Date}

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVAGY PRACTICES

*You ilay Refuse to Sign Thls Acknowledgement*

have received a copy of this offie€'s Notice of
Privacy Practices.

For Off,ce Usc Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

n Individual refused to sign

tr Communications baniers prohibited obtaining the acknowledgement

tr An emergency situation prevented us from obtaining acknowledgement

O Other (Please Specify)

O 2002 ArrErican DentNl Alsociailon
All Right8 R€ser\r€d

Reproducliofl and use of thiE brm by denustc and thelr staff is permitt€d. Any dher use, duplication or distibution of this {brm by any oth€r party require8
th€ prior wdten approvrl of th€ Amorican D€ntal Aslocistion.

Thf. Foor b.ducrdon l only, .loc rFt cqrdtut L0f,l .dvlc., ..rd cor||| ody lbdj|l, not rlrb, lrr lAryr'l 1at ,'''ill.
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