
SHAKTI NARAIN, M.D., FCCP 
                                                                     Please Print            

DATE______________ 

 

 

Patient’s Last Name______________________________ First___________________ Middle Initial_______________ 

 

Patient’s Social Security Number_______________________ Date of Birth___________ Age______ Sex: Male    Female 

                 

Address________________________________________________________________________ Apt. #____________ 

 

City____________________________________________ State__________________________ Zip Code____________________ 

 

Telephone # Home_________________________________________________Cell____________________________________ 

 

Work #_________________________________________Email___________________________________________________ 

 

Do you have an alternate address?:   Yes    No  If yes, please print here_______________________________________ 

 

_______________________________________________________________________________________________ 

 

Marital Status:  (circle one) Single       Married             Divorced         Widowed       Separated 

 

Employment Status: (circle one)   Full – Time     Part – Time    Retired    Other______________________________________ 

 

Employer________________________________________________Occupation________________________________________ 

 

Student: (circle one)   Full Time     Part Time         School name and address____________________________________ 

 

 

Spouses/Parent Name:  

Last___________________________________________First______________________Middle__________ 

 

SSN______________________________________________ Birth Date___________________ Age_____________ 

 

Employed by_____________________________________________________________________________________ 

 

Address________________________________________________________ Phone___________________________ 

 

Insured: 
Last_________________________________________Frist__________________________________Middle_____________ 
 

SSN__________________________________________________  Birth Date___________________________Age______________ 

 
Employed By________________________________________________________________________________________________ 

 

Address________________________________________________________________ Phone_______________________________ 

 

 
Name of closest relative not living with you________________________________________________________________________ 

 

Relationship___________________________________________________ Phone#________________________________________ 

 

How were you referred to this office?  Friend      Family     Advertisement     Other________________________________________ 

 
Referring Physician______________________________________________Phone#_______________________________________ 

 

 

PLEASE HAVE YOUR INSURANCE CARD AND DRIVER’S LICENSE READY FOR 

THE RECEPTIONIST.  PAYMENT FOR PROFESSIONAL SERVICES IS DUE AND 

PAYABLE WHEN SERVICE IS RENDERED. 


