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Lighthouse

Family Medicine


Dear Patient,


In order to facilitate better communication with our patients, we are asking that you provide us with an email address.  We will be utilizing your email address to provide you with general information regarding, but not limited to clinic scheduling, policy changes, closings due to weather and various informational updates.  We will not be utilizing your email to communicate any personal healthcare information.  Additionally, we will not share any of the information listed below with any entity outside of our facility. Please complete the information below so that we can better serve your healthcare needs. 

Name: _______________________________________________________
Email Address: ________________________________________________
Month Of Birth: ___________________ Day of Birth:_________________
Signature:_________________________________ Date: _______________

6515 Colleyville Boulevard, Colleyville Texas 76034

Office 817.424.3774   Fax 817.424.3398


