BABAK SHABATIAN, M.D.
MEDICAL LIEN AGREEMENT

PATIENT AUTHORIZATION

I, ("Patient"), have retained the law firm of ("Attorney")
to represent me in connection with injuries arising from an accident or incident. I request and authorize

Babak Shabatian, M.D. to provide medical evaluation, treatment, diagnostic services, reports, and other
professional services relating to my injuries.

[ understand that [ remain responsible for payment of charges for medical services, supplies, diagnostic
studies, reports, medical record preparation, legal medical services, and other professional services rendered
by Babak Shabatian, M.D.

[ authorize Babak Shabatian, M.D. to furnish my attorney with medical records, billing statements, itemized
charges, reports, diagnostic studies, and related documentation reasonably necessary for my claim. I further
authorize my attorney to obtain such records and communicate directly with Babak Shabatian, M.D. regarding
my treatment, billing, records, reports, legal medical services, and my account.

[ authorize my attorney to pay Babak Shabatian, M.D. from any settlement or judgment proceeds received on
my behalf.

ATTORNEY ACKNOWLEDGMENT

The undersigned attorney acknowledges receipt of this Medical Lien Agreement, acknowledges the Patient's
authorization for the release of records and billing, and agrees to protect this lien and to pay Babak Shabatian,
M.D. from the proceeds of any settlement, judgment, arbitration award, or other recovery received on the
Patient's behalf. The Patient and Attorney agree to promptly notify Babak Shabatian, M.D. of any substitution
of counsel or change in law firm contact information.

PATIENT INFORMATION

Patient Name:

Date of Birth: Date of Loss:

Phone:

Patient Signature: Date:

LAW FIRM ACKNOWLEDGMENT

Law Firm:

Attorney Name:

Primary Contact: Phone: Email:

Attorney Signature: Date:




