MICHAEL J. SUNDINE, M.D., F.A.C.S,, F.AA.P.

- Certified by the American Board of Plastic Surgery
“acial Aesthetic-Cosmetic-Craniofacial Surgeon-Reconstructive-Pediatric Plastic Surgery

#eason for Consultation N o Date -
Facelifi. Brow/Forehead Lift-Eves. Nose (Rhinoplasty)-Breast Augmentation. Facial Rejuvination-etc. Nevus -Cleft Lip-Otoplasty-
Hemangioma-Laser-Craniofacial-Cosmetic Procedures/ Treatments)

Patient information

Primary Language Do you need a franslator __ ves  wo
Neme B Date of Birth Age L
Mt Mrs., Ms. Miss Dr
Address . _ Home#( )
City State Zip Celiz {3
E-Mail Address o - o Voicemail { )
Mayv we leave a voicemail message  ves o
Mayv we email vou updates or specials? Yes  No May we text you appointment reminders ves ne

Number 10 téxt to:
Responsible Party/Parent/fiuardian: Emplovment Information (Responsible Person Emplovment Information)
Parent/Guardian/Responsible Party Name:

Phone:

Address (if ditferent from above:) o -
City_ State Zip

Emploved by _ o - B - - Work 2( )

Buysiness Address

ity ) N ) State Zip -

Hiarital Starus{ of Patient) Married Single

Snouse Name ) - Celleg ( )

Emiployed by - o - C Work#( T ___ I

Susiness Address

Ciny ~ State Zip )
May we contact this person? Yes Mo

Name and Address of Nearvest Reiative Noi Living with You

Mame ) ) - Relationship

Mr.  Mrs. Ms. Miiss Dr

Phone 4 {

ity . B  Sme _ Zip
May we conzact this person?  Yes Ne

Referral fnformaition

Referredby . e s s

Phone#(

Address

May we contact this person Yes No

PATIENT/GUARDIAN INITIALS



FOR INSURANCE CASES ONLY:

INSURANCE: IF YOU HAVE AND ID CARD FOR [MNSURANCE. PLEASE HAND IT TO THE RECEPTONIST TO COPY

“lame of Insurance Company . Phoeme( )
Address o ity Siate
Zip __ 1D Information {Policy £, Group #, &c.)

WE WILL REVIEW YOUR INSURANCE
OR YOUR CURRENT PLAN.

;, :,i- LS INCURRED, NOT ®Y

ED BY INSURANCE (FOR

AY NOT BE CONTRACTED f: ;

NE OFFICE 5 ,A_r ngcm TO AND Gl?

WITH YVERY ?F\J‘-ﬂ i\lSUR.Fi\.?\E'“" COMPARNIES.
ERVICES IF iDINE I CONTRACTE!

&'{ is_:cu A.‘:Z‘: *SAYF EEQ.J
s 'v“wzr oR :ﬁ~ 3
AN I WILL MEED "'O

Gty State Zip

Severity 6f the probiem (Scale of 1-13)

Location initially, Sites of recurrence

Symptoms. preceding and associated

How long has the problem fasted? .

Previous therapy

+ chronic medical problems?
_ Hupertension 7 Disberes Meliius 1 Cancer
~ ricart Discase {0 Kidney Disease 3 HIV or AIDS
5 -

eizures 77 Blesding Probiems

Tt Stroke

7 Liver Discuse

Ji Emphysemna 7 Hepatitis [ Ulcers
_ Asthime = High Cholestercl T Sieep Apnea
 Diegp Yenous Thrombosis T Pulmonary Embolism O Otier

PATIENT/GUARDIAN INITIALS.



Please list all prior operations:

Date

List anv complications

9%}

e

Ly

Please fist ALL medications vou are taking. include over the counter medications (eg. Aspirin, Motrin, ete.). vitamins, and

herbal remedies (Echinacea. Fish DIl ete.).

I

L

i

List apy allergies to

medications and describe the reactions.

{8

Familv Historv-Do vou have any family history of medical problems?

Hypertension =

~ Heart Disease

~ Heart Failure LI
T Heart Atack H
- Emphysema =

Social History-

Have vou ever smoked cigarettes? Yes

How many packs per day did {de) you smoke?

Diabetes Mellitus

_ Kidnev Disease

Seizures
Liver Disease

Hepatitis

No. [f yes, please state

mokar. state the

s

yvear you stopped

If vou are a former

Adcohol Consumption: Never

Did vou ever drink heavily in the past? Yes Moy
D¢ vou éver use diugs? Yes No Ty

Rare Maoderare

Marual Status

Oecupation

Hetghti:

Weisiy

Cancer
. HIV er AIDS
Bleeding Probiems
: Siroke

P Other

the vear started

PATIENT/GUARDIAN INITIALS



Feview of Svstems: e vou have anv of the joilowing conditions. ilinesses. or sympioms?

RReRAE

< Chills

Wais

i
=
=
&
{73
Us]

. Bleading gums
Difficulty sswallowing

< Cardischarge

7 Loss of hearing

W
i
=)
o
I
L
v
o
by
oo
[
It
3
=
3]
B
i)
i
=

~. Poor appeuie

T Constipation
_ Excessive thirst

7 Hemorhoids

[

nidigesiion

Blood in urine
Paintful arination

cutoslieieral

Arthritis

Blurred vision

Double visien

Heart murmur

Swelling of ankles

Recent chest infection

Shortness of breath on exertion

= Cough with sputum

Bleating

Diarrhea

Stomach pain

Yomiting bleod

Freguent urination

f52

History of kidney discase

Rhecumatoid arthritis

1 Meck problems

 Arm problems

Thyrold disease

L.

|

i

Loss of slesp

Crossed eves
Earache
Hoarseness
Persistent cough

Vision-lTashes, halos

Angina’/chest pain
Heart failure

Varicose veins

Bronchitis
Shormess of breath

Cough

- History of tubercuiosis

Bewe] changsas
Excessive hunger
. L1

Heartbum

iatal hemia

Lack of bladder canool

History of urinary disease

Herniated disc

Back problems

Teken steroids

PATIENT/GUARDIAN INITIALS



Hematologic/Oncologic/Infectious

~ Bleeding tendency 7 Easy bruising 7 Anemia
= Sickle cell disease T Blood clots in legs ~ Bioed clots in lungs
- Radiation therapy
Hives i liching £ hching
_ (Change in moles _ Rash [ Sores that won't heal
Neuropsvehiziry
I Suoke _1 Sejzures "~ Fainting
o Dizziness i Headaches i1 Depression
Anxiety "} Psychiatric care [ Forgetfulness
— Nervousness Z Numbuness
MEN oniv
Breast lump * Ercction difficulties T Lump in testicles
Penis discharge T Sore on penis g Other B
WOMEN only
~ Abnormal Pap smear _ Bleeding between periods ~ Breast lump
= Exiréme menstrual pain - Hot flashes “i Nipple discharge
Painful intercourse _ Vaginal discharge 7 Other
Dale of last meastrual period Number of pregnancies _ Number of children Did vou breast feed?

Date of last mammogram Dats of last menstrual period

Could vou be pregnant? _

MEDICAL DOCTORS ARE LICENSED AND REGULATED BY
THE MEDICAL BOARD OF CALIFORNIA
1-800-633-2322
www.mbv.ca.gov

-3

ATIENT/GUARDIAN
IGNATURE DATE_ _ .

(¥

Please indicate any of the following cosmetic procedures/services vou would be interested in:

Botox Cosmetic injectable  Facelifi-Necklift _ Juvederm/Restalyn Products Brow Lift Lip Augmentation
mplants/Injectables  Eyelids  Laser Resurfacing/Skin Rejuvination Rhinoplasty (Nose)

___ Other Cosmetic Interests :

=2 COSMETIC PROCEDURES/PRODUCTS ARE NOT COVERED BY ANY INSURANCE PLANS®#




Welcome to: SUNDINE CENTER FOR PLASTIC SURGERY-MICHAEL J SUNDINE MD,FACS,FAAP

‘ Weico_me.? Thank you for choosing the Michael J Sundine MD Inc, Your Piastic Surgery health care needs are our
mqst important priority. Qur goal is to be available and responsive to your needs. The following information is provided
to introduce you to the practice and to help you plan your office visits. Please feel free to call for any guestions or for
additional information.

Administrative Office Phone line hours are typically @ am to 4 pm Monday through Friday, with consultation/office
visits scheduled as available. Please call 948-706-3100 during regular office hours to schedule, reschedule or
cancel an appointment.
Please be sure to bring a valid photo ID such as a drivers license, as well as your current insurance card, (if applicable),as we
will need to have a copy to be placed with your file.
If you are unable to keep an appointment, please call the office in advance. After hours, you may leave a
message with our exchange service or on the nurse answering voice mail. Please leave a voice mail, with your
name and number you wish to be called, as we cannot call you back if we do not know who or where to call.
If you are running more than 15 minutes late, we will try to work you in the schedule, however we may need to
reschedule your appointment.
If you need to contact the physician after hours, your call will be answered by our exchange service, or
confidential nurse on call vaicemail availability. Please leave a message, with the best number to call you
back at. if it is medical emergency, please call 911 -
Parking, including handicap parking, is available in the parking ot in front of the office, as well as throughout the
parking fot around the building. Elevators are available.
Our office maintains strict compliance with federal HIPAA privacy requirements. If you would like any health
information released to another person, you must sign a HIPAA release identifying the individual to whom you
want information released. This information is available in print form in our office shouid you wish to review.
We accept cash, debit cards, or cashiers checks made out to Michael J. Sundine, M.D., Inc.
FOR INSURANCE CASES: Co-pays , deductibles and consultation fees are due in full at the time of the
appointment if your insurance is a contracted insurance group that Dr. Sundine is accepting or contracted with.
Otherwise, all other fees are due and in full at the time of the visit. Please see additional financial policy included
in your new patient paperwork for further information on non-contracted payment requirements as applicable.
COSMETIC FEES are due in full at the time of the service. More information will be given at the consultation
regarding specific procedures and financial responsibilities.
It is your responsibility (or the subscriber/guardian/responsible party- if patient is a minor or dependent)
to be sure that any services are authorized prior to receiving them. Please contact your insurance
customer service representative at the number located on your insurance card to verify your benefits,
eligibility and authorization of services PRIOT TO receiving any services by Dr. Sundine and or his
associates.
COSMETIC-CASH-NON CONTRACTED fees are due in full at the time of services. Surgeon fees are due in full
14 days prior to surgery date.
Our practice will contact you as soon as possibie, should any scheduling changes need to be made.
Please note that appointments are confirmed when scheduled. Please know our office will contact you as scon as
possible, should there be any change in your scheduled appointment. Also, due fo the specialized care and
patients Dr. Sundine treats, on occasion there may be an emergency which might cause a reschedule of your
appointment(s), and we appreaciate your understanding.
Chaperone and or scribe staff will be present for all consultations. This is office policy.
There may be recard reproduction fee of $25 should medical records/copies be requested in the future.
There is a public restroom in the main lobby of the building. You may request a key

from the receptionist should you wish, and they will direct you.

TO HELP EXPEDITE YOUR APPOINTMENT, AND IN CONSIDERATION OF ALL OF OUR PATIENTS, WE ASK THAT
YOU MAKE ARRANGEMENTS FOR ANY SIBILINGS, CHILDREN, FRIENDS, OR OTHER FAMILY MEMBERS OTHER
THAN PARENTS OR THOSE RESPONSIBLE FOR or NEEDED BY THE PATIENT, TO STAY AT HOME. WE ARE
UNABLE TO HAVE CHILDREN LEFT ALONE OR IN THE OFFICE LOBBY UNATTENDED BY AN ADULT. IT
INTERFERES WITH THE CONSULTATION AND ATTENTION FOR THE PATIENT BEING SEEN IF THEY ARE IN THE
CONSULTATION ROOM WITH THE PATIENT.

Thank you for choosing Michael J Sundine MD Inc .\We look forward to providing you with the highest quality of services o
support your plastic surgery health care neads.

Patient/Responsible Party/Guardian Signaiure Date



MICHAEL J. SUNDINE M.D., F.A.CS.
Certified by The American Board of Plastic Surgery

1525 Superior Ave-Suite 208-Newport Beach-Ca-92663

RECORDS RELEASE

[ herby authorize and request as needed you release records to the following persons(s) or physicians(s):

NAME RELATIONSHIP
NAME RELATIONSHIP
NAME RELATIONSHIP

The complete medical records in your possession, concerning my medical history and or treatment.
Including:

All physicians notes, lab work, lab results, xrays, operative reports, patient history forms, photos,
pathology reports, diagnostic studies, prescription history.

ACKNOWLEDGEMENT OF NOTICE OF PRIVACY PRACTICES

By signing this form you acknowledge you ere advised of the Notice of Privacy Practices for Michael . Sundine,
M.D., Inc. Our Notice of Privacy Practices provides information about how we may use and disclose your protected
information. We encourage you to read it in full. Our Notice of Privacy Practices is subject to change. The Notice
of Privacy is available on our website at www.drsundine.com and in our office. You may request a copy of the
Notice of Privacy.

Signature of Patient/Patient Representative Date
Name of Patinet/Patient Representative (please print) Relationship to Patient
Patient Signature Date

Open Payments Database Notice:

“The Open Payments database is a federal tool used to search payments made by drug and device
companies to physicians and teaching hospitals. It can be found at https://openpaymentsdata.cms.gov.”

Patient/Patient Representative Signature Date



