
 

 

 

Our physical address is 
3301 Alta Mesa #3317 Fort Worth, TX 76140 

 

Phone: 817-292-2011 

Fax: 817-292-3691 

 

 

REGISTRATION 

 

Patient Information 

 

Name_______________________________________________________Address___________________ 

___________City_________________State__________Zip___________ 

Home Phone____________________Cell Phone_______________________ Sex      M      F    Age____      

Birthdate_____________     Status:        Married          Widowed    Single 

                                                                                                                     Separated       Divorced     Minor         

Patient/Employment/School___________________________Occupation_________________________ 

Employment Address_____________________________________ Employment Phone_____________ 

Incase of emergency who should be notified____________________________ Phone_______________ 

 

 

Person with Primary Insurance 

 

Name______________________________________________________  

________ 

Address_______________________________City__________________State_________Zip__________ 

DL#____________________ Home Phone __________________Cell Phone_______________________ 

Employment/School_______________________________________Occupation____________________ 

Employment Adress__________________________________ Employment Phone_________________ 

 

Insurance 

 

Primary Insurance_______________________________ Policy Holder__________________________ 

Group#_________________________________________Policy#________________________________ 

Patient’s Relationship to Policy Holder        Self           Spouse       Child          Other     

 

Secondary Insurance_____________________________ Policy Holder___________________________ 

Group#___________________________Policy#______________________________________________ 



Patients relationship to Policy Holder     Self            Spouse            Child          Other 

 

Third Insurance_________________________________ Policy Holder___________________________ 

Group#____________________________Policy#_____________________________________________ 

Patient’s Relationship to Policy Holder        Self           Spouse        Child          Other 

 

ASSIGNMENT AND RELEASE 

I certify that I and/or my dependent have insurance coverage with__________________________ and 

assign directly to Dr Fergus Akwar all insurance benefits, if any, otherwise payable to me for services 

rendered I understand that I am financially responsible for all charges whether or not paid by 

insurance. I authorize the use of my signature on all insurance submissions. The above named doctor 

may use my health care information and may disclose such information to the above name insurance 

company(ies) and their agents for the purpose of obtaining payment for servives. 

 

______________________________________________________________________________________ 

 

______________________________________________________________________________________ 

 

 

 

 


