
LASER CENTER OF SOUTHLAKE 

521 W. Southlake Blvd. Suite 175 

(Corner of Southlake Blvd & Shady Oaks) 

Southlake, TX 76092 

817-328-0328 

lasercenterofsouthlake@gmail.com 

 

PATIENT INFORMATION 

 
 
 
First Name ___________________________ Last Name _______________________________ MI ____ 
 
  
Address _______________________________________________ Apt./Unit # ____________________ 

 
 
City _________________________________ State __________________ Zip Code ________________ 

 
 
Home Phone (_____) _______________________ Cell Phone (_____)___________________________ 

 
 
Alternative/Business Phone (_____) _____________________________ Ext. _____________________ 

 
 
Email ______________________________________________________ 

 
 
Sex Female _________ Male ___________ Birthday (MM/DD/YY) ________/________/_______ 

 
 
Profession _________________________________ Anniversary (MM/DD) ________/________  

(to receive discounts/specials for you or “significant other” that day) 

 
How would you like to be contacted for appointment reminders, specials, promotions, Open Houses, etc.? 

  

Text  ______ Cell Phone ______ Home Phone ______ Email _______ No Contact ________ 

 

  

Referred by Walk-In ______ Friend/Colleague _______ (May we ask who?) _____________________ 

 

  

Advertising ________ (May we ask what method?) __________________________________________ 

 
 
 
 


