
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Shahin Mahallati, DDS 

Today’s Date: ______/______/______                        Referred By: __________________________ 

First Name: ________________________  Last Name: ________________________    MI: _______  

Preferred Name: ___________________ ☐ Male  ☐Female     Email: ____________________________________ 

Birthdate: _____/_____/_____   SS#: _____________________  Occupation: ____________________________ 

Address: ___________________________________________________________________________________ 
                                                                                                                                       City                                                  State                             Zip  

Home #:(___)______-________     Work #:(___)______-________    Cell #:(___)______-________  
Status:   ☐ Minor       ☐ Single       ☐ Married       ☐ Divorced       ☐  Separated       ☐ Widowed 

 

Emergency Contact: ______________________________  Relation: ____________________ 
Home Phone: (_____)_______-_________                           Cell Phone: (_____)_______-_________   

Primary Dental Insurance                                               

Ins Company: ____________________________                    

Phone #:  (_______)__________-_____________   

Claim Address:________________________________ 

_____________________________________________ 

City                                                             State                                     Zip  

 

ID#:__________________________________________   

Group# (plan#, local policy #):_________________________ 

Subscriber’s Name: _____________________________   

DOB: _____/_____/_____      Relation: ______________ 

Subscriber’s Employer:______________________ 

Secondary Dental Insurance                                               

Ins Company: ____________________________                    

Phone #:  (_______)__________-_____________   

Claim Address:________________________________ 

_____________________________________________ 

City                                                             State                                     Zip  

 

ID#: _________________________________________   

Group# (plan#, local policy #): ________________________ 

Subscriber’s Name:____________________________   

DOB: _____/_____/_____      Relation:______________ 

Subscriber’s Employer:______________________ 


