
 
Pramila K. Daftary, M.D.                                                                                          Date: _____________________ 
221 Jewell Drive                                                                                            Patient No: ________________ 
Waco, Texas 76712 
254.753.3646 
 

PATIENT INFORMATION 
Patient’s Name 
                                                                                                                                    

Marital Status 
                                                                   

Date of 
Birth 
                        

Sex 
            

Social Security No. 
                                       

Driver’s License # 
                                                   

Street Address  
                                                                          

City & State 
                                                       

Zip Code 
                    

Home Phone 
                                   

Cell Phone 
                                        

Spouse’s Name 
                                                                                                                                                   

Date of Birth 
                                             

Social Security No. 
                                                                          

In Case of Emergency Contact 
                                                                         

Relationship to Patient 
                                                                               

Phone No.  
                                                                             

Primary Care Physician 
                                                                         

Address  
                                                                           

Phone No. 
                                                                               

EMPLOYER INFORMATION 
Patient’s Employer 
                                                                      

Occupation 
                                                                               

Business Phone No. 
                                                                             

Address  
                                                                     

City & State 
                                                                              

Zip Code 
                                          

Spouse’s Employer 
                                                                       

Occupation 
                                                                               

Business Phone No. 
                                                                            

Address 
                                                                       

City & State 
                                                                                

Zip Code 
                                                                            

IF THE PATIENT IS A MINOR OR STUDENT 
Mother’s Name 
                                                                        

Address, City, State, & Zip Code 
                                                                                     
                                                                                   

Home Phone No. 
                                 

Cell Phone # 
                                  

Mother’s Employer 
                                                                     

Social Security No. 
                                           

Driver’s License # 
                                          

DOB 
                   

Business Phone 
                                              

Father’s Name 
                                                                        

Address, City, State, & Zip Code 
                                                                                       
                                                                                    

Home Phone No. 
                                  

Cell Phone # 
                                  

Father’s Employer 
                                                                     

Social Security No. 
                                          

Driver’s License # 
                                         

DOB 
                  

Business Phone 
                                                

INSURANCE INFORMATION 
Company 
                                                                                                                       

Insured Person 
                                                                                                              

OTHER INSURANCE (IF APPLICABLE)  
Company 
                                                                                                             

Insured Person 
                                                                                                          

RESPONSIBLE PARTY (IF OTHER THAN PATIENT) 
Name 
                                                         

Social Security No. 
                                                       

Driver’s License No.              
                                                                                                                                                                         

Phone No. 
                                                                                            

Address 
                                                                         

City, State, & Zip Code 
                                                                                           

Relationship to the Patient 
                                                  

Employer 
                                                                                                                                                              

Phone No. 
                                                         

 
 
 
 
 
 
 


