
 
Dr. Dale A. Helman M.D.              Dr. Borina Dramov M.D. 

 
256-A San Jose St              337 El Dorado St.  Ste B-1          
Salinas, CA 93901     Monterey, CA 93940   
(831) 757-5149      (831) 655-7855    

Main Fax (831) 757-5140 

PATIENT REGISTRATION FORM 
 

Name (First M Last):_______________________________________Email:_________________________ 
 
Address:________________________________ City:__________________ State:______ Zip:__________ 
 
Home #:________________ Work/Cell #:______________ Preferred Language:____________________ 
 
Employer:______________________________________ Phone#:_____________________________ 
 
Date of Birth:_____________  Sex:    M F   (circle one) Race:____________  Ethnicity:____________ 
 
Marital Status:_______  SS#:______________________  Driver’s License #:_______________________ 
 
Preferred Pharmacy:________________________________ Preferred Lab:_________________________ 
 
Primary Care Physician:___________________________ Phone#:_____________________________ 
 

Guardian Name (if minor):________________________________________ 
 

Address (if different from above):_______________________________________________ 
 
Primary Insurance Carrier:_____________________________________________________________ 
 
Primary Insured’s Name:________________________________ Employer:________________________ 
 
Primary Insured’s SS#:__________________________________ Primary Insured’s DOB:_____________ 
 
Policy/Member ID#:__________________________________ Group #:_________________________ 
 
Relationship to Patient:     Self   Spouse   Dependent       (circle one) 
 
Secondary Insurance Carrier:_____________________________________________________________ 
 
Primary Insured’s Name:________________________________ Employer:________________________ 
 
Primary Insured’s SS#:__________________________________ Primary Insured’s DOB:_____________ 
 
Policy/Member ID#:__________________________________ Group #:_________________________ 
 
Relationship to Patient:     Self   Spouse   Dependent       (circle one) 
 

Emergency Contact:__________________________________ Phone #:________________ 
 
Whom may we thank for referring you?:______________________________________ 
I authorize the release of any information necessary to process insurance claims and to obtain reimbursement. I request 
that payment of authorized benefits be made on my behalf to Dale A. Helman, MD, (CCNMC) This assignment will 
remain in effect until revoked by me in writing. I understand that I am financially responsible for all charges not paid by 
my insurance. 
 

X______________________________________________  ________________ 
Signature of Patient or Personal Representative    Date 


