
 
 

 

 

ABOUT YOUR CHILD 

Name: _________________________________________________________________________□ Female □ Male 

Address: _____________________________________________________________________________________ 

City: _______________________________________ State: __________ Zip Code: _________________________ 

Home Phone: __________________ Work Phone: __________________ Cell Phone: ________________________ 

Birth Date: _____/_____/________ Grade: _________ Is this your child’s first dental visit? □ Yes □ No 

Email Address: ________________________________________________________________________________ 

How did you hear about our office? _______________________________________________________________ 
 
EMERGENCY INFORMATION 
Emergency contact: _____________________________________________________________________________ 

Relationship: ___________________________________ Phone: ________________________________________ 

I give permission for Serenity Valley Family Dentistry to share my child’s medical and account information with:  
 
_____________________________________________________________________________________________ 
 
DENTAL HISTORY 
Do you have any concerns with your child’s teeth, such as a chipped tooth, decayed tooth, gumboil, etc.? 
□ Yes □ No If Yes, please explain: _________________________________________________________________ 
 
How often does your child brush? _____________________ How often does your child floss? _________________ 
 
Has your child required hospitalization or had a serious illness? □ Yes □ No 
If yes, please explain: ___________________________________________________________________________ 
 
Are your child’s immunizations up to date? □ Yes □ No 
Is your child sensitive/allergic to anything? □ Yes □ No 
If yes, please explain: 
_____________________________________________________________________________________________ 
 
Is your child presently taking medications? □ Yes □ No 
If yes, please explain: ___________________________________________________________________________ 
 
Please check any of the following that apply to your child: 
□ Anemia    □ Diabetes    □ Mitral valve prolapse 
□ Asthma    □ Epilepsy    □ Rheumatic fever 
□ Attention disorders   □ Hay fever    □ Visual impairment 
□ Breathing disorders   □ Hearing impairment   □ Other ______________ 
□ Counseling     □ Heart murmur      
 
The information I have given is true and accurate to the best of my knowledge. 
 
 





 
 

 

 
Thank you for choosing Serenity Valley Family Dentistry. We believe that it is our responsibility 
to use our best professional care, skill, and judgement in helping you achieve your dental health 
goals. 
 

We reserve your scheduled appointment time just for you. As a courtesy to our team and other 
patients in the schedule, please arrive on time. Late arrivals will be worked into the schedule if 
time allows or reappointed to another day. 

  

We will verify your insurance. However, verification of benefits is not a guarantee of payment. 
You are responsible for all charges not paid by insurance at your scheduled appointment. Any 
balance after 90 days will be sent to collections. 

 

If you need to reschedule your appointment, we kindly request that you contact us by phone with 
advanced notice of 2 business days. We understand that situations can arise although, failing 
your appointment or cancelling multiple times without notice will result in a fee and 
discontinuation of services at our offices.  

 

Our office will make every effort to confirm your appointment. If it goes unconfirmed 2 business 
days prior to the appointment, we reserve the right to take you out of the schedule due to no 
confirmation. 

 

Signature: _____________________________________      

 

Date: _________________________  

 

Parent/Guardian Signature (if patient is under 18 years of age): _______________________ 

 

Date: _________________________  





Advance Beneficiary of Noncoverage  
 

Commercial insurance 
 
By signing, you are stating:  
 
If my insurance provider does not pay for services completed, I understand that I will be 
responsible. I understand that insurance does do not pay for everything, even care that I need 
and/or my health care provider recommends.   
 
Please choose one of the following options with a check and initial:  
 

□ Option 1: I understand that insurance may not cover and WOULD like to move forward 
with scheduled care and treatment at Serenity Valley Family Dentistry. ________ 

 
□ Option 2: I understand that insurance may not cover and WOULD NOT like to move 

forward with scheduled care and treatment at Serenity Valley Family Dentistry. _______ 
 
Here at Serenity Valley Family Dentistry, we value patient health and understand that financial 
situations may arise. We will always work together to help you receive the care that is 
necessary, no matter your financial situation. If there is anyway that we can assist you in 
questions that you may have about payment plans, Care Credit, or service fees, please feel free 
to ask.  
 
 
Signature: ______________________________________         Date: ______________________ 
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