
REGISTRATION FORM 
Laser Optic and Aesthetic Center 

John G. Rezapour M.D. Inc 
5400 Balboa Blvd # 209 

Encino, CA 91316 
Tel: (818) 205-1200 Fax: (818) 205-1254 

 
 
 

Patient’s Personal Information 
 
Date________/________/__________   Male __________   Female__________ Driver’s Lic#______________________________ 
 
First Name: _______________________________________ Middle Initial: ______   Last Name: _____________________________ 
 
Date of Birth: _________/_________/___________                                           Social Security# __________/__________/__________ 
 
Mailing Address: _____________________________________________________________________ Apt/ Unite#: ________________ 
 
City: _____________________________________________       State: _____________       Zip/Postal Code: ______________________ 
 
Home Phone: (____________) _____________-____________     Cell/Mobile Phone: (____________) ____________-____________ 
 
Work/Office Phone: (____________) _____________-___________     E-Mail: ______________________________________________ 
 
Where did you hear about us/ Who referred you to us? ____________________________________________________________ 
 
 
 
 

Emergency Contact Person Information 
 
First Name: _______________________________________   Middle Initial: ______   Last Name: _____________________________ 
 
Home Phone: (____________) _____________-____________     Cell/Mobile Phone: (____________) ____________-____________ 
 
Work/Office Phone: (____________) _____________-___________     Relationship to patient: ____________________________ 
 
 
 
 

Primary Care Physician Information  
 
Name: ___________________________ Phone: (___________)__________-____________ Fax: (___________)__________-___________ 
 
Location/Address: _________________________________________________________    Suite#: _________________ 
 
City: _____________________________________________       State: _____________       Zip/Postal Code: ______________________ 
 
 


