Parisa Shahi DDS FACP REGISTRATION
Patient Name: Female O Male O
Address: Home Phone
City: State: ZIP: Cell Phone:
E-Mail Address: Work Phone
Birthdate Social Security Number Driver's Lic. No.
Occupation:
Student? | Full-time Student Name and Address of School
O ves O No
Married? O Married O Divorced O Single Spouse's Name:
O Separated O Widowed
Birthdate Social Security Number Work Phone
Responsible Name: Female Male
Party m] O
(If Not Patient) Address: Home Phone
City: State: ZIP: Work Phone
Birthdate Social Security Number
Married? O Married O Divorced O Single Spouse's Name:
O Separated O Widowed
Birthdate Social Security Number Work Phone

I request professional services from Dr. Shahi. I agree that any balance on my account that becomes 30 days past due, will be subject to a 1%
service charge or the highest rate permitted by law, whichever is less, and to pay all costs of collection including reasonable attorney’s fees.

Signature: Date:
Name of Employee Group Insurance Name/Group Number
Employer and Employer Insurance Carrier
Health
Insurance Address Carrier Address
Information
City, State, Zip City, State, Zip
Name of Employee Group Insurance Name/Group Number
Other Employer Insurance Carrier
Employer
and Health Address Carrier Address
Insurance
Information City, State, Zip City, State, Zip
Referral Referred by: Phone:
Address City, State, Zip




