
 
 
 
 
 
 
 
 

 

 
Plastic and Reconstructive Surgery 

5413 W. Cedar Lane Suite 201-C 
Bethesda, MD 20814 
Office: 301.530.4144 

Fax: 301.530.7420 

PATIENT INFORMATION 
 
NAME: __________________________________________________ 
 
SSN#: _______________________ DATE OF BIRTH: ______________ 
 
SEX:____M_____F MARITAL STATUS:   S M D 
 
ADDRESS: _______________________________________________ 
 
CITY: _________________  STATE: ________________ ZIP: ________ 
 
HOME TELEPHONE:    ______________________________ 
 
MOBILE TELEPHONE: ______________________________ 
 
WORK TELEPHONE:   ______________________________ 
 
E-MAIL ADDRESS: _________________________________________ 
 
OCCUPATION: ____________________________________________ 
 
REFERRED BY: ____________________________________________ 
 
EMERGENCY CONTACT/TELEPHONE#___________________________ 
 
**************************************************************************** 
 
REASON FOR YOUR VISIT TODAY_______________________________ 
 
_______________________________________________________ 
 
HOW DID YOU HEAR ABOUT OUR PRACTICE? (internet, newspaper, friend,...) 
 
_______________________________________________________ 

www.DrShayesteh.com 
email: office@drshayesteh.com 



MEDICAL INFORMATION 
 
 
 
MEDICATIONS (please include over the counter herbs, aspirin, birth control) 
1)______________________________________________________________________ 
 
2)______________________________________________________________________ 
 
3)______________________________________________________________________ 
 
4)______________________________________________________________________ 
 
5)______________________________________________________________________ 
 
ALLERGY TO MEDICATIONS: ____________________________________________ 
 
TOBACCO USE?    YES   NO 
 
SURGICAL HISTORY 
 
1)______________________________________________________________________ 
 
2)______________________________________________________________________ 
 
3)______________________________________________________________________ 
 
4)______________________________________________________________________ 
 
5)______________________________________________________________________ 
 
MEDICAL HISTORY 
 
1)______________________________________________________________________ 
 
2)______________________________________________________________________ 
 
3)______________________________________________________________________ 
 
4)______________________________________________________________________ 
 
5)______________________________________________________________________ 
 
PRIMARY CARE DOCTOR: _______________________________________________ 
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