6655 Greatwood Parkway ’
Sugar Land, TX 77479

(281)341-5116 J. Michael Su, DDS, PA

jmsudental.sugarland@gmail.com

Chart #.|
FOR OFFICE USE ONLY
Patient Name: l 1 [ l
Last First Y]] Preferred Name
Title: I:, Gender: (_) Male (_) Female  Family Status: (_) Married (_) Single (_) Child (_) Other
Mr/Ms/Mrs/etc
Birth Date: ‘ } SS #.’ } Prev. \flsit:L }
Email Address: | t Best time to call:[ }
Phone: | | e[ ] il || l
Home Work Ext Mobile Fax Other
Address: l ‘ [ ;
| 1L 11 l
City State Zip Code

Purpose of today's visit and approximate date of last dental check up:

Whom may we thank for referring you to our office?

PLEASE FILL OUT THE FOLLOWING IF YOU HAVE DENTAL INSURANCE:

Nameoflnsured:‘ 1 | { ' J
Last First Mi

Patient's relationship to insured: (_) Self () Spouse \_) Child (_) Other

Insurance Plan Name:

Policy Holder's Birthdate: ID#:
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6655 Greatwood Parkway
Sugar Land, TX 77479

(281)341-5116

jmsudental.sugarland@gmail.com

J. Michael Su, DDS, PA

Medical & Dental History Form

Please Indicate if you are being treated for any of the following:

|| Allergies

|| Artificial Joints
i Cancer

|__| Dizziness

|__| Fainting

|__| Hay Fever

|| Heart Murmur
|| High Cholesterol
|__| Jaundice

|__| Mental Disorders
{_|Other

|__| Pregnancy

|__| Respiratory Problems
|__| Sinus Problems
|__| Tuberculosis

|| Venereal Disease

L_|Anemia

|| Asthma

|_| Codeine Allergy
L__| Epilepsy

|| Glaucoma

|| Head Injuries

|| Hepatitis

L_HIV

|| Kidney Disease
|__| MitralValveProlapse
|| Pacemaker

|| Pre-Meds Needed
|__| Rheumatic Fever
|| Stomach Problems
L Tumors

{__| Arthritis

|| Blood Disease

|__| Diabetes

|| Excessive Bleeding
|_| Growths

|__| Heart Disease

|__| High Blood Pressure
L_HIV

|| Liver Disease

|__| Nervous Disorders
|__| Penicillin Allergy

|__| Radiation Treatment
|| Rheumatism

|| Stroke

| Ulcers

Please elaborate on any other medical situations or concerns, and provide a list of medications you're currently taking:

If you need to be PRE-MEDICATED please provide the name of the medication previously prescribed

ARE YOU ALLERGIC TO LATEX, ANY DRUGS, OR ANESTHETICS?
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6655 Greatwood Parkway

Sugar Land, TX 77479 .
(281)341-5116
jmsudental.sugarland@gmail.com

J. Michael Su, DDS, PA

Signature Page
HIPAA Privacy Act

Health Insurance Portability and Accountability Act

| have read and acknowledge the HIPAA Privacy Practice Laws and Rights posted in the waiting room or from a copy at
the front desk.

(_Yes (_No

Release of Records

| authorize the dentist to release any information including the diagnosis and records of treatment or examination for
myself and my dependent(s) to my insurance carrier, payors, and / or my healthcare practitioners. | authorize the
payment from my insurance carrier to submit payment directly to the dentist or dental practice to be applied directly to
any outstanding balance on my account.

| also understand that | am financially responsible for any outstanding balance for services provided that are not fully
covered by insurance, and | may be billed for this remaining balance. | consent and agree to be financially responsible
for payment of all services rendered on my behalf or on behalf of my dependents (if any).

(_UYes (_No

Please read the following information

Before treatment can be rendered, adequate radiographs of the teeth and mouth must be taken. In this office, we strive to
achieve the highest standard of care and maintain the strictest levels of sterility as dictated by the ADA and OSHA. As
with all medical procedures, however, further treatment or failure to achieve desired optimum health may result. Please
discuss all aspects of your treatment plan with Dr. Su. Your time is very valuable to us and we will continually aim to
make your visit enjoyable, beneficial, and prompt. Please retum the courtesy and notify our office of a cancellation at
least 24 hrs. in advance.

| authorize Dr. J. Michael Su to administrate any kind of dental and oral surgery procedures, treatment, and anesthesia,
that under his professional judgement, agreed to be necessary or advisable for the patient as indicated. Also, | will be
responsible for any financial obligation and assume responsibility for fees associated with rendered procedures.

Date: [ !

Signature:

Response Date: r l
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