
                       

Dr. Edward Kelly and Dr. Jayne Kelly LaBuda 

5900 Spout Springs Rd. Flowery Branch, GA       

770-967-1850      

 

Notice of Privacy Practices 

 

I, _________________________________________, have had the time to read and review a 

copy of this office’s Notice of Privacy Practices.  I have been provided a copy when requested. 

 

Signature: _____________________________________________        Date: ________________ 

 

 

 

 

For Office Use Only 

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, 

but it could not be obtained because: 

 

_____  The Individual Refused to Sign 

_____  Communication Barriers Prohibited Obtaining Acknowledgement 

_____  An Emergency Situation Prevented Obtaining Acknowledgement 

  



 

 

With whom may we discuss your dental care? 

We can not discuss any aspect of your care or treatment with anyone other than you unless 

their name has been listed below.  Please indicate any family members, relatives and/ or 

friends with whom we can discuss your care. 

No One But Myself (check here):  ________ 

Name: ________________________  Relation: _________________ Phone #: ______________ 

Name: ________________________  Relation: _________________ Phone #: ______________ 

Name: ________________________  Relation: _________________ Phone #: ______________ 

 

How may we contact you regarding your insurance, payments, treatment, 

account balances and other account- related inquiries (write Y or N)? 

Cell Phone: __________        May we leave a message? _______ 

Work Phone: ___________ May we leave a message? _______ 

Home Phone: ___________ May we leave a message? _______ 

Email: ___________ 

US Mail: _____________ 

  



 

                       
 

 

Minor/ Child Consent 

 

I, being the parent/ guardian of _____________________________________, do hereby 

request and authorize the dental staff to perform any and all of the necessary dental services 

for my child as prescribed by the dentist whether or not I am present at the actual appointment 

when the treatment is rendered.  This includes but is not limited to: x-rays and the 

administration of topical fluoride during routine prophy appointments and the administration 

of local anesthetics during operative appointments.   

 

Today’s Date: ______________________ 

Parent/ Guardian Name: _____________________________________ 

Parent/ Guardian Signature: _____________________________________________ 

  



                        

 

 

Dental History 

 

Date of Last Dental Visit: __________  Where was your last dental visit? ___________________ 

 

Please circle all that apply: 

Mouth Discomfort   Bleeding Gums  Bad Breath/ Mouth Odors 

Sensitive Teeth   Food Caught in Teeth  Painful Gums 

Grind/ Clench Teeth   Shifting Teeth   Concern of Losing Teeth 

Previous Gum Treatment  Previous Orthodontics Teeth Whitening 

Jaw Pop/ Click/ Hurt   Dental Implant(s) 

 

Do you use tobacco? ___  If yes, what kind and how much? _____________________________ 

Do you drink alcohol? ___  If yes, how many drinks per week? ___________________________  

 

Do you have any concerns about your smile that you specifically want addressed? ___________ 

______________________________________________________________________________

______________________________________________________________________________  

 

How have your previous dental experiences been and what can we do to keep you comfortable 

while you are in our office? _______________________________________________________ 

______________________________________________________________________________

______________________________________________________________________________ 



                        

 

 

Financial Agreement: 

Drs. Edward Kelly and Jayne LaBuda’s goal is to help you establish excellent oral health.  They 

are committed to helping you determine the most appropriate treatment for your dental needs 

and desires.  Should you have questions concerning your treatment, treatment sequence or 

fees for services, please ask for clarification before treatment begins. 

 

Our financial policy is as follows: 

- We accept cash and most major credit cards (MasterCard, Visa and Discover) 

- Payment is due at the time of service. 

- Payment plans for certain procedures are available through Care Credit with payment options available 

for up to 6 months with no interest 

- At first office visits that are Emergency Visits, we will collect $103 regardless of insurance benefits, unless 

prior arrangements have been approved. 

- Extended treatment plans will be outlined so that appropriate payments may be made as each phase of 

treatment progresses. 

- You agree that we may contact you by telephone at any telephone number associated with your account.  

This includes wireless telephone numbers, which could result in charges to you. 

Please remember that you are responsible for timely payment of your account. Should it 

become necessary to refer your account to an agency or attorney for collection, you will also be 

responsible for all costs associated with the collection, including attorney’s fees and court costs. 

 

Missed Appointment Policy: 

At Dental Care of Flowery Branch, your time is valued.  Our doctors, hygienists and staff strive 

to see patients in a timely manner. We respect your time and ask you to respect our time and 

other patients’ needs by keeping your appointment. Each appointment time slot is important 

and cannot be recovered if a patient chooses not to keep their appointment. When 

appropriate, we collect missed appointment fees to ensure that our doctors can continue to 



see patients. Please keep in mind that each skipped/ missed appointment is not just time lost, 

but also time when other patients cannot be seen. 

- It is your responsibility to provide us with a working telephone number and/ or email address to allow us 

to communicate important information and provide reminders of scheduled appointments. Having a valid 

telephone number and/ or email address is truly important- please help us to maintain your records. 

- Each missed appointment will be flagged and you will receive a notice by phone, email or text that you 

have missed your appointment. 

- Accounts that accumulate 3 missed appointments may be dismissed from the practice. 

- A $35 missed appointment fee may be charged at the office’s discretion.  Please note that the fee will not 

be billed to your insurance. 

- Any cancellation not made at least 1 business day (Monday’s appointments must be cancelled before the 

end of the day on the Friday before) before the scheduled appointment is considered a missed 

appointment and subject to the terms above. 

- If you arrive late and the time remaining in your appointment does not allow us to complete your 

scheduled treatment, this will be considered a missed appointment.  Please remember that 

communication with our office is critical to providing you with quality dental care. 

- We understand that circumstances occur that do not allow you to keep your scheduled appointment. If 

this is the case, please call and discuss this with the office staff as soon as possible. We will waive the 

cancellation fee for this appointment as long as you do not have a history of cancellations. Our schedule 

fills up quickly, and this will allow other patients to fill those openings. 

- We make every effort to make certain that you are able to be seen promptly at your appointment time. 

However, due to patient emergencies or other unexpected incidents, our schedule may occasionally fall 

behind. If this is the case, we will let you know the status of our schedule as soon as possible. 

 

I have read and agree to the terms of the financial and missed appointment policies. 

Name: _____________________________________________ Date: _____________________ 

Signature: _____________________________________________________________________ 

  



 

                       

Insurance Information 

Who holds the dental insurance? __________________________________________________ 

Date of Birth if not the patient: _________    ID #: _____________________________________ 

Insurance Company: ______________________________  Group #: ______________________  

 

If your insurance is through your spouse, please provide the following information: 

Name of Spouse: ____________________________ Occupation: _________________________ 

Employer: _________________________   Work Phone #: ____________  SSN: ____/___/_____ 

 

Please read the following and sign below to acknowledge our insurance policies 

- We will accept assignment of benefits subject to verification of insurance coverage 

- If you are covered by 2 dental insurance plans, this is called “dual coverage.”  This does not 

“double” your coverage; however, it may reduce your out-of-pocket expense. The primary plan 

pays as if there are no other benefits. The office will base any estimates and copayments on the 

coverage the primary insurance only.  The secondary plan will act as a supplement to the 

primary with its payments limited to the lesser of its normal benefit or the patient’s out-of-

pocket costs under the primary plan. We will file your secondary policy as a courtesy after your 

estimated copayments have been made in full and your primary insurance has paid. 

- Insurance is a contract between the patient and/ or employer and the insurance company. It is 

not a contract between our office and your insurance company.  We will be happy to assist you 

by filing your insurance claim and answering the details that the insurance company may 

require. We cannot be responsible for the payment by the insurance company and ultimately 

the responsibility for payment belongs to the patient. 

- We will provide estimated balances between the cost of service and co-payment of your 

insurance. Our estimates are based on the information we received from your insurance when 

your policy was verified. Predetermination of benefits may be advisable if there is a question 

concerning coverage. 



- Estimates are just that- estimates- which can be affected by appointments at other offices, 

frequencies, maximums, etc. If your insurance payment is different than your insurance 

estimate, it is your responsibility to pay. 

- We reserve the right to accept or deny certain insurance plans at our discretion.  Should your 

insurance plan be denied, full payment is expected at the time of service unless prior 

arrangements have been made through an office administrator. 

- If your insurance company has not paid the FULL BALANCE within 45 days, you will have 15 days 

to pay your balance.  A monthly finance charge of $15 will be added to any unpaid balances 

after 60 days from the date of service, 

 

 

Authorization: 

I understand the policies previously described and I hereby authorize my insurance company to 

pay directly to Dental Care of Flowery Branch the benefits for which I am insured under my 

dental program.  This authorization is based on consideration already received.  Any 

reproduction may serve as the original copy. 

Name: ______________________________________________         Date: _________________ 

Signature: ______________________________________________________ 



                       
 

Medical History 

Patient Name: _____________________________________________  Date: _______________ 

Medical Doctor’s Name and City: ___________________________________________________ 

Date of Last Physical: _____________      How is Your Health (circle 1)?      POOR    FAIR    GOOD 

Have you Been Hospitalized in the Last Year? _____ If yes, why? _________________________ 

Do you CURRENTLY Have or Have You Ever Had Any of the Following (circle all that apply)? 

Write N/A if NONE of these Apply: ______ 

Heart Problems Tuberculosis   Anemia  VD or Syphilis  

Heart Murmur  Arthritis   Thyroid Disease Ulcers 

Diabetes  Radiation Therapy  Headaches  Kidney Problems 

MVP   Asthma   Tumor/ Cancer  Tendency to Faint 

Rheumatic Fever Hepatitis (what type? __) Autoimmune  Epilepsy 

HIV/ AIDS  High Blood Pressure  Drug Addiction Mood Disorder 

Bleeding Problem- _____  If yes, what kind and when? _________________________________ 

Bisphosphonate Drugs (i.e. Fosamax, Actonel, Boniva, Aredia, Zometa)- which med? _________ 

Do you need to take antibiotics before dental care? _____  If yes, why? ____________________ 

Joint Replacement?_____  If yes, when and any complications? __________________________ 

Females- Are you pregnant? ____ If yes, what trimester and any complications? ____________ 

Allergies (latex, anesthetics, antibiotics, codeine, etc.)? Please list _______________________ 

Please describe any other medical problems that we should be aware of in the space below:   



                       

Patient Questionnaire: 

Legal Patient Name: ______________________________ Preferred Name: ________________ 

Birthdate: ____________ Age: _____ Sex: ______ Marital Status: _____ 

Address: ______________________________________________________________________ 

Home Phone: ________________ Cell Phone: _______________ Work Phone: ______________ 

Email Address: ________________________________________ 

Emergency Contact Name and Phone #: _____________________________________________ 

Family Members who are patients: _________________________________________________ 

Who is responsible for payment? __________________________________________________ 

Employment Information: 

Patient Employer: _______________________________________________________________ 

Occupation: ________________________________  SS#: ____/___/_____  

 

How Did You Hear About Us?  Please select all that apply. 

____ Our Office Website: www.flowerybranchdentist.com  ____ Internet Search 

____ Our Facebook Page: (@flowerybranchdentist)   ____ Mailer/ Postcard 

____ Insurance List of Participating Providers   ____ Drive/ Walk By 

____ Friend/ Family/ Neighbor    (Who may we thank? _________________________________) 

____ Specialist/ Other Dentist     (Who may we thank? _________________________________) 

____ Yellow Pages (Print or Online)  ____ Other ________________________________ 

 

http://www.flowerybranchdentist.com/


 


