suni Bolar D.D.)

33 (lyde Road, Suite 104
Somerset, NJ 08873

CONSENT FOR TREATMENT

| am the (parent or guardian) of
-(name of child) who is a minor child, and | 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
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Information about your child

Today’s Date:
Child’s First Name:

Child’s Last Name:

Preferred Name: Male o Female
Birthdate: Child’s Age:

Child’s Home #:

Child’s Home Address:

Who is accompanying the child today?

Last Name: First Name
Relationship to child:

Do you have legal custody of this Child? Yes o0 No

Is the child adopted? (ifyes please provide proof of guardianship) 0 Yes B No
Is the child in a foster homMe? uyespiese provise prooforguaraansiy 0 YES B NO
Whom may we thank for referring you?

Previous Dentist:

Last Visit Date: Were X-rays taken: o0 Yes m No

Parent/Guardian Information

Mother o Step Mother o Guardian
Name:

Birthdate: Soc. Sec# :

Home #: Work # :
Cell #: Accept Texts : o Yes o No

Occupation:

E-mail:

o Father o Step Father o Guardian
Name:
Birthdate: Soc. Sec #:
Home #: Work # :
Cell #: Accept Texts : oYesoNo

Occupation:

E-mail:

Parent’s Marital Status: [ Single E] Married [ Divorced [ Widowed [0 Partnered [] Separated

Primary Dental Insurance Information:

Policy Owner’s Name:

Relationship to Patient:
Policyholder’s Birthdate:
Policyholder’s Soc. Sec. #:

Policyholder’s Employer:

Insurance Co. Name:

Insurance Policy ID #:

Insurance Co. Address:

Insurance Co. Phone #:

Insurance Co. Group #:

Secondary Dental Insurance Information:

Policy Owner’s Name:

Relationship to Patient:
Policyholder’s Birthdate:
Policyholder’s Soc. Sec. #:

Policyholder’s Employer:

Insurance Co. Name:

Insurance Policy ID #:

Insurance Co. Address:

Insurance Co. Phone # :

Insurance Co. Group #:

| certify that my child is covered by the above Insurance Co. and | assign to Suni Bolar DDS all insurance benefits otherwise payable

to me. | understand that | am responsible for payment of services rendered and also responsible for paying any co-payment and

deductible that my insurance does not cover. | hereby authorize the dentist to release all information necessary to secure the

payment of benefits. | 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 unpleasant experiences
associated with previous dental work? O Yes m No
If yes, Please Explain:

Is the child’s water fluoridated? O Yes m No
Is the child taking fluoridated supplements?  oYesmNo
Has child had pain in jaw joint (TMJ/TMD)?  oYesmNo
Does child brush teeth daily? O Yes m No
Does child floss teeth daily? 0 Yes m No
Has child ever taken Fosamax, Actonel,

Boniva or any other Bisphosphonate? O Yes m No

Child’s Physician’s name:

Phone #: Last Visit Date:

Please describe your child’s current physical health:
[l Good O Fair [0 Poor

Please list all medications the child is currently taking:

Please list below all medications and things child is allergic to:

Has your child ever had any of the following conditions?

Abnormal Bleeding o Yes m No Epilepsy o Yes m No
ADD/ ADHD o Yes m No Exposed to HIV, but Neg. 0 Yes m No
Anemia o Yes m No Handicaps/Disabilitiest Yes m No
Any Hospitalizations O Yes m No Hearing / Vision Loss 0 Yes m No
Any Operations O Yes m No Heart Murmur O Yes m No
Artificial bones/Joints/Valves 0O Yes ® No Hemophilia 0O Yes m No
Asthma O Yes ®m No Hepatitis O Yes m No
Autism/Asperger’s/PDD 0 Yes m No HIV+/AIDS o Yes m No
Blood Pressure O Yes m No Kidney/ Liver Problems 1 Yes m No
Cancer O Yes m No Measles O Yes m No
Chicken Pox O Yes m No Rheumatic/ Scarlet Fever 0 Yes ® No
Congenital Heart Defect O Yes ® No Sensory Issues o Yes m No

Convulsions o Yes ®m No Sickle cell Disease/Traits 0 Yes m No
Diabetes 0O Yes m No Tuberculosis (TB) o Yes m No

Downs Syndrome O Yes m No Other.

Are you Childs immunizations current: Elves o No
Anything you would like to discuss with the Doctor in private? O Yes m No

Please discuss any serious medical problems child has had:

Did/ Does the child have any of the following habits?
Lip Sucking/ Biting 0 Yes m No Nursing Bottle Habits o Yes m No
Nail Biting 0O Yes ®m No Thumb/ Finger Sucking T Yes ® No

Was the child breast fed? O Yes m No

| understand that the information that | 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. | authorize the dental staff to
perform the necessary dental services my child may need.

Signature of parent or guardian

ACKNOWLEDGEMENT OF RECIEPT OF NOTICE OF PRIVACY PRACTICES

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

Signature of parent or guardian

Individual refused to sign

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

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
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suni Bolar D.D.)

33 (lyde 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




DIRECTIONS TO THE OFFICE

PLEASE NOTE: INTERNET & NAVIGATOR
DIRECTIONS SEND YOU TO THE OLD COMPLEX.
ONCE YOU COME ON TO CLYDE: ROAD PLEASE
FOLLOW.OUR: DIRECT!ONS :

. From Route 287 South.or 287 North :
Take Exit 10 for Easton Ave/New Brunswick. Follow

Easton Ave. appreximately 2-miles through 5 traffic L :

lights. After the fifth traffic light, look for a sign for

JFK Bivd. Turn right onto JFK Bivd. After 3 lights JFK

Blvd becomes Clyde Road. Take the SECOND LEFT
on o Churchill Ave (If you went over the railroad
tracks, you went too far). Make a:right into the
complex (Towne Professional Park at Somerset). We
are at 33 Clyde Road, Suite 104.

From Route 27 South: Take left on Bennett Lane. If
you stay straight you are on Ciyde Road:{Bennett
lane goes left). Right after the railroad tracks you
make a right on Churchill Ave, then make another
right into the complex. We are at 33 Clyde Road,
Suite 104.

SUNi BOLAR DDS
SOMERSET PEBIATRIC DENTAL ASSOC!ATES LLC,
33 Clyde Road, Suite 104, Somerset, NJ 08873



Suni Bolar, D.D.S.
Pediatric Dentist

Spec #5120
Diplomate and Fellow of the American Board of Pediatric Dentistry
www.sunibolardds.com

Dr. Suni Bolar received her D.D.S. degree from the New York
University College of Dentistry.

She received her specialty training in Pediatric Dentistry from
New York University College of Dentistry, graduating at the top of
her class.

She is Board Certified in Pediatric Dentistry.

She has held prominent teaching positions at New York
University College of Dentistry for 5 years, serving as Assistant
Clinical Professor, Pediatric Clinic Chief and Clinical Fellow in
the Pediatric Dentistry Department.

She is a member of the American Academy of Pediatric
Dentistry, the New Jersey Academy of Pediatric Dentists and the American Dental Association.

Dr. Suni Bolar is married and has two children. Her hobbies include gardening, bird watching and
hiking. Her gentle manner and genuine concern for her patients add a special dimension to her 3()
years of practical experience.

Our Office

We start seeing children by age 1 as
recommended by the American Academy of
Pediatrics and the American Academy of
Pediatric Dentistry.

We provide a full range of Pediatric dental
services for children in our child friendly, state-
of- the-art office. We are conveniently located in
Somerset, NJ.

Dr. Suni Bolar and her staff are dedicated to
quality patient care.

Suni Bolar, DDS
Dentistry for Children and Adolescents
Towne Professional Park at Somerset

33 Clyde Road, Suite 104

Somerset, NJ 08873
(732) 568-0233




| PAIIEII'I'S’ GIIIDE :
'I'O GOOD DENTAL HEAI.'I'H

AGE PROCEDURE

6 Months — 1 year Begin systemic fluoride therapy, as directed by your phystcnan or
dentist

Do not allow child to go to bed with a bottle :
Begin brushing teeth with a soft nylon brush and Baby Orajel Tooth
and Gum Cleanser

1 year _ First visit to dentist

2 1/2 - 3 years Continue oral hygiene
Diet counseling — hygiene instruction

3 years Continue dental examination, cleamng and toptcal fluoride treatment
- every 6 months
verify change in systemic fluoride dosage

5 1/2 -6 years Seal permanent first molars

6 years | Verify change in systemic fluoride dosage
7 - 8 years Ask for orthodontic evaluation

10 - 11 years Seal all premolars

Evaluate appearance of teeth
- Confirm orthodontic evaluation

12 years Seal permanent second molars

12 years andup.  Discontinue systemic fluoride therapy
Continue check-up visits every six months

The above procedures are in addition to periodic check-up exams every six months.

'SUNI BOLAR, DDS
Bentistry for Infantg, Children and volescents
Towne Professional Park at Somerset. .
33 Clyde Road, Suite 104, -
Somerset, NJ 08873
(732) 568-0233
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NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
PISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW I'T CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US,

OUR LEGAL BUTY ‘

We are requirad by applicadle federal and state law to malntain the pr(vacy of your health infarmation. Wa are aiso
required to give you this Notice about our privacy practices, our legal duties, and your rights coriceming your health
information. We must foliow the privacy practices that are described in this Notice whils it Is in eﬁect This Notice
takes affect .. 842008 and will rermain in effect untll we replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such
changes are permitted by applicable law. We reserve the right 1o make the chariges In our' privacy préctices and the
naw terms of our Notice effective for il health Information that we malntain, Inciuding hesith Infofmation we creat-
eod or received before we made the changes. Before we make & significant change in dur privacy practices, we wiii
changs this Notice and make the new Notice avaliable upon request

Yol miay request 2 copy of our Notice at any time. For more information about our privacy practices, or for addition-
al coples of this Notice, please contact Us using the information listact at the end of this Notice,

USES AND DISCLOSURES OF HEALTH lNF()RMAT!ON
Wiz use and disclose health. infor-mation about you for troatment. payment, and healthcarg operations. For exampte:

Treatrent: We may use or d:sclose your heaith information to & physlman or other heatthcare provscier pro-
viding treatment to youl. . )

Payment: We may use and disciose your hzalth informaticm to obtain payment for services we provide 0 yous.

Heaithcare Operauons We may use and disclose your | health informationin oonnection with our feaithcare oper-

atlons, Healthcare operations include quallty assessment and improvemart activities, reViewing the competence or

quaiifications of healthcare professionals, evaluating practitioner and provider perfbrmance conductlng tratning
" programs, accreditatlon, cartification, I;c:enslmg or credentialing activities.

Your Authorization: [n addltion to our use of your health Information for treatment. payment or healthcare opsra-
tions, you may give us written-guthorization to use your health tnfortnation or o disclose it to anyone for any pur-
pose. If you give us en authorization, you may revoke it in writing at any tme. Your-ravocation wilt not affect any use
or disclosures permrtted by vour authorlzation while it was in effect. Unless you: glveus & written authorization, we
cannotuse or dasclose your heaitz informatlon for any reason except those dgscrived inthis Notlce.

"To \’our Family and Friends: We must disclose your, health informatlon to you, as described in the Patient

_ Rights sectlarrof this Notice, We may disclose your heaith Information to a family member, friend or other person

1o the exXtent necessary to he!p with your heaithcare or'with payrnent for your hea!thcare. but only If you agree that
- wo may do so.

Persons Involved In Carer We may use or disclose health information to. ﬂet{fy or gssist in the hotificatlon of
{inchuding identifyling or locating) a family member, your personal representative or another pérson responsible for
your carg, of your locatlon, your general congition, or death. If you'&fe’present, then prior 1o use or disclosure of your
nealth information, we wili provide you with an opportunity to ohject to such uses or disciosures. In the event of vour
incapacity or emergency circumstances, we wiil disclose health information based on a determination using our
professional judgment discloging only health information that is directly relevant to the parson’s Involvemertt i1 your
healthcare, We will also use our professionaijudgment and our experience with comrhon- practiceto make reason-

anle mferences of your best Interest Ina Hlowing a parson 0 plek up fled prescrlptions, medical supplxes x-rays, or
othor similar forms of health infarmation,

Marketmg Health-Related Services: We will not use your health informatlon for marketmg communications
without Your written authorization, . .

' Requ:red by Law: We may use or disclose your nealth information when we aré required’ to do s by taw.

" Abuse or Negiect We rnay disclose your health lnfermatlon to appropriste author:tles if we reasonably beliave that

yol: are a possibie victim of abuse; neglect, or domestic violerice or the possitle victim of cther crimes. We may dis-
‘close your heaith information to the extent necessary to avert a serious threat ta your health or safety or the hiealth
or safety of others.



National Security: We may disclose to military authoritles the health Information of. Armed Forces personnei under
certain clircurnstances. We may disclose o althorized feders! officlals health Information requlred for lawful Intel (-
gence, counierinteliigence, and other national securlty acelvitles. We may disclose to correctional Institution or law
enforcement gificial having {awfUl clgtody of protected haalth mforma‘lon of Inmate oF patlent urider certaln -clrcum.
stances.

Appointment Rerninders: We may use or disclose your health infarmation to provlde you with appointment
reminders (such as voicemal! massages, pastcards or letters). )

PATIENT RIGHTS

Acdess: You have the right to 100K at or get coples of your heal th information, with umited axceptlons You may
request that wo provide coples in a format other than phdtocoples. We will use the formiat you request unless we
cannot practicably do so. (You must make & raguest In-writing to obtaln access to your hiezlth Infarmation. You may '
obzain g form to request aceess by using the contact infarmation listed at the end of this Natice. We wiil charge you!
& reasonable cost-based fae for expenses suUch as coples and staff thme, You may also request access by sending us
& letter to the address at the ent! of this Notice. If you request coples, we will charge you $0.5Q for each page,
$10.00__ per hour for staff tme to locate and copy your health Irformation, and postage if you want the copies maited
to you. If you request an ahermative farmat, we will eharge a costbased fee for providing ydur health information in
that format. if 4 you prefar, we will prepara a summary or an expianation of your heatth Infermation far a fee. Contact
Us using the information sted at the end of this Notlce for a full explanation of our fee structure )

{Disciosure Accountmg: Yol have the right to recelve a list of instances in which we or GUI‘ business assoclates
- disclosed your health information for purposes, other than treatrnient, payment, healtncare operations and certain

other acdvitios, for the last 6 years, but not before April 14, 2003, f you request this accounting more than once In a

12-month poriog, we may charge you & reasonable, cosi- based foa for respondmg to thsse additional requests

- Restriction; You have the right to request that we place addqtlonal mstrictaons on aur use or d:sclosure of your

heaitr information. We are not required to agree to these additionat rostrictlons, but It we do, we willl abi de by our
agreement {exCopt In an emergency).
Alternative Commun igation: You have the right to rcquest that We commun:cato with you about your, haaith Infor-
rnatlon by alternative means or to alternative locations. (You must make your, requast In writing ) Your request mist
specifythe siternative means of focation. and provide satlsfactory axplanation how paympnts will ba handied undar
the altemative means or location you raquest.

Amendmem- You have theright to requeqt that we amend your heslth information. {\’our requ&it must be in, wntfng,
and it must expiain why the infermation should be amended,} We rmay dany YOUr request unc%er certain clrcumsiances,

Etectronic Notice: if you recelve this.Notice ol our Web slite or by elect(onfc maiE {e maii) you are entltﬂed to
recelve this Notics in wrltten-form.

QUESTIONS AND COMPLAINTS-
If youl want more information anout our privacy practicas or hﬁve ques’clom or ::oncerns piease contact us

If you arg concerned that we may have vinlated your privacy r!ghts O yoL- d:sagr‘oe W|th a declsioh we made about
 BCCESS To your fealth lnformatlon or In respONSa to A recuEst you made to amend o restrict the Use or disciosure of
your haalth information oF ©. have us communicate with you by alternative means or &t alternative locations, you
may complain toUs Using the contact information Hsted at the end of this Notice: \"ou &l50 may submit 8 writien
complaint to the U1.S. Department of Health and Human Services. We will.provide you w:th the address o file your
complaint with the U.S. Department of Heaith and Hurman, Services upe request.” .

We support your right 1o the, privacy of your haalth mformat(on We witi not retallate in any way :f you choose o flle
a complaint with us or with the U, 3. Department of Health and H Lman Sm-vicsas

© Cortact Qfficar: Dr_. Suni B‘?'af : _
Toiophone: (732) 568.0233 - - _fax _(732) 5680213 .

E-mnail:

ctross: 33 Clyde Road, Sulte 104, Somerset NJ 08873

& 2002 Anerican el Assooation

Al Righls Ragervet .

Reproduction s use of this form By dentisis and their ﬂtnﬂ' = p«! AN, Any otitar Lse, dug’\l!cmhm of dlstrenuﬂnn of thils l'nrm hy ohy ather-parly raqurres the pﬂnr
writien approval of the Arnarican Dardsi Assockatinn, . )

This PFerm s aducational only, dees rot constitute lagal advics, and cavers sniy faderal, ot state, law (August 14, 2002).
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