
Suni Bolar D.D.S 
33 Clyde Road, Suite 104 

Somerset, NJ 08873 

CONSENT FOR TREATMENT 

I am the (parent or guardian) of _____________ 
-(name of child) who is a minor child, and I authorize examination and treatment 
as necessary by or under the supervision of Dr. Suni Bolar. This includes 
exposure of radiographs as necessary, use of local anesthetic, reasonable 
restraint as needed, and use of appropriate medicaments and materials for such 
treatment. 

I READ AND UNDERSTAND THE ABOVE INFORMATION AND THE 
INFORMATION GIVEN ME VERBALLY.  

BY MY SIGNATURE BELOW I CONSENT TO THE TREATMENT DESCRIBED IN 
THIS PAPER. 

Parent Signature___________________________________________ Date__________ 

Witness ______________________________________________________ Date___________ 



Suni Bolar DDS 

Acquaintance Form 

Who is accompanying the child today? 

Last Name:_____________First Name______________ 
Relationship to child:____________________________ 
Do you have legal custody of this Child?  □ Yes □ No 
Is the child adopted? (If yes please provide proof of guardianship) □ Yes □ No 
Is the child in a foster home? (If yes please provide proof of guardianship)   □ Yes □ No 
Whom may we thank for referring you?_____________ 
_____________________________________________ 
Previous Dentist:_______________________________ 

Information about your child 

Today’s Date:_________________________________ 
Child’s First Name:_____________________________ 
Child’s Last Name:_____________________________ 
Preferred Name: ______________  □  Male □ Female  
Birthdate:   ____________    Child’s Age:________  
Child’s Home #:________________________________ 
Child’s Home Address:__________________________ 
____________________________________________ 
____________________________________________ Last Visit Date:___________Were X-rays taken: □ Yes □ No 

Parent/Guardian Information 

□ Mother   □   Step Mother   □   Guardian □ Father   □   Step Father   □   Guardian
Name:_______________________________________ Name:_______________________________________ 
Birthdate:___________  Soc. Sec # : _______________ Birthdate:___________  Soc. Sec # : _______________ 
Home #:________________Work # : ______________ Home #:_______________ Work # :_______________ 
Cell #:____________________ Accept Texts : □ Yes □ No   Cell #:___________________ Accept Texts :   □ Yes □ No   

Occupation:__________________________________ Occupation:___________________________________ 
E-mail:______________________________________ E-mail:_______________________________________

Parent’s Marital Status:      □   Single    □   Married    □   Divorced    □  Widowed    □   Partnered    □   Separated 

  Primary Dental Insurance Information:  Secondary Dental Insurance Information: 

Policy Owner’s Name:_________________________  Policy Owner’s Name:____________________________ 
Relationship to Patient:________________________  Relationship to Patient:___________________________ 
Policyholder’s Birthdate:   ______________________ Policyholder’s Birthdate:   _________________________ 
Policyholder’s Soc. Sec. #: ______________________ Policyholder’s Soc. Sec. #: _________________________ 
Policyholder’s Employer: _______________________ Policyholder’s Employer: __________________________ 
Insurance Co. Name:___________________________ Insurance Co. Name:______________________________ 
Insurance Policy ID #:__________________________ Insurance Policy ID #:______________________________ 
Insurance Co. Address:_________________________ Insurance Co. Address:_____________________________ 
____________________________________________ ________________________________________________ 
Insurance Co. Phone #:_________________________ Insurance Co. Phone # :_____________________________ 
Insurance Co. Group #:_________________________ Insurance Co. Group #:_____________________________ 

I certify that my child is covered by the above Insurance Co. and I assign to Suni Bolar DDS all insurance benefits otherwise payable 
to me. I understand that I am responsible for payment of services rendered and also responsible for paying any co-payment and 
deductible that my insurance does not cover. I hereby authorize the dentist to release all information necessary to secure the 
payment of benefits. I authorize the use of this signature on all my insurance submissions, manual or electronic. 
_________________________________________      _________________________ 
Signature of parent or guardian        Date                                      Page 1/2 



Your reason for this visit to the Pediatric Dentist? Has your child ever had any of the following conditions? 
_______________________________________________ Abnormal Bleeding              □ Yes □ No   Epilepsy                       □ Yes □ No   

_______________________________________________ ADD/ ADHD          □ Yes □ No  Exposed to HIV, but Neg.   □ Yes □ No   

Has your child ever had any unpleasant experiences   Anemia                          □ Yes □ No  Handicaps/Disabilities□ Yes □ No   

associated with previous dental work?        □ Yes □ No    Any Hospitalizations          □ Yes □ No  Hearing / Vision Loss  □ Yes □ No  

If yes, Please Explain:______________________________ Any Operations          □ Yes □ No  Heart Murmur              □ Yes □ No   

_______________________________________________ Artificial bones/Joints/Valves    □ Yes □ No  Hemophilia                   □ Yes □ No   

Is the child’s water fluoridated?       □ Yes □ No Asthma            □ Yes □ No Hepatitis                       □ Yes □ No   

Is the child taking fluoridated supplements?   □ Yes □ No Autism/Asperger’s/PDD       □ Yes □ No HIV+/AIDS  □ Yes □ No   

Has child had pain in jaw joint (TMJ/TMD)? □ Yes □ No Blood Pressure          □ Yes □ No Kidney/ Liver Problems □ Yes □ No   

Does child brush teeth daily? □ Yes □ No Cancer          □ Yes □ No Measles  □ Yes □ No   

Does child floss teeth daily? □ Yes □ No Chicken Pox          □ Yes □ No Rheumatic/ Scarlet Fever □ Yes □ No   

Has child ever taken Fosamax, Actonel, Congenital Heart Defect      □ Yes □ No Sensory Issues □ Yes □ No   

Boniva or any other Bisphosphonate? □ Yes □ No Convulsions          □ Yes □ No Sickle cell Disease/Traits □ Yes □ No   
Diabetes         □ Yes □ No Tuberculosis (TB) □ Yes □ No   

Child’s Physician’s name: ___________________________ Downs Syndrome       □ Yes □ No Other_________________ 

Phone # : _______________ Last Visit Date: ____________ 
Please describe your child’s current physical health:  Are you Childs immunizations current:          □ Yes □ No           

□ Good □ Fair □ Poor Anything you would like to discuss with the Doctor in private? □ Yes □ No 

Please list all medications the child is currently taking:  Please discuss any serious medical problems child has had:_______________ 

________________________________________________ _______________________________________________________________ 

________________________________________________ _______________________________________________________________ 

Please list below all medications and things child is allergic to:   Did/ Does the child have any of the following habits?  

________________________________________________ Lip Sucking/ Biting □ Yes □ No  Nursing Bottle Habits □ Yes □ No   

________________________________________________ Nail Biting  □ Yes □ No  Thumb/ Finger Sucking □ Yes □ No   

________________________________________________ Was the child breast fed?    □ Yes □ No   

I understand that the information that I have given is correct to the best of my knowledge, and that it will be held in the strictest of 
confidence and it is my responsibility to inform this office of any changes in my child’s medical status. I authorize the dental staff to 
perform the necessary dental services my child may need. 

_____________________________________________ _____________________ 
Signature of parent or guardian    Date 

ACKNOWLEDGEMENT OF RECIEPT OF NOTICE OF PRIVACY PRACTICES 

*** You may refuse to sign this Acknowledgement*** 

I, __________________________________, (Parents Name) have received a copy of this office’s Notice of Privacy Practices. 

_____________________________________________ _____________________ 
Signature of parent or guardian    Date 

____ Individual refused to sign 
Suni Bolar DDS, Pediatric Dentist, Dentistry for Infants, Children and Adolescents, 33 Clyde Road, Suite 104, Somerset, NJ 08873    www.sunibolardds.com   Page 2/2

http://www.sunibolardds.com/


Suni Bolar D.D.S 
33 Clyde Road, Suite 104 

Somerset, NJ 08873 

OFFICE POLICY REGARDING BROKEN 
APPOINTMENTS / CANCELLATIONS WITHOUT 48 

HOUR NOTICE 

The office reserves the right to charge a broken appointment/Cancellation fee of $ 30.00 for 
every broken appointment / cancellation without 48 hour notice. 

I am the (Parent or guardian) of ________________________________-(name of child) who is a 
minor child.  

I READ AND UNDERSTAND THE ABOVE INFORMATION. 
BY MY SIGNATURE BELOW I GIVE MY CONSENT. 

Parent Signature____________________________ Date_____________ 

Witness____________________________________          Date_____________ 
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