
Drs. Paul and Kathy Helsby 

2100 Aloma Ave., Suite 200 

Winter Park, Fl.  32792 

PATIENT REGISTRATION 

First Name: __________________________   Last Name: _____________________________________________Middle Initial _______ 

Preferred Name: _____________________________________              Patient is:  ______Policy Holder   _______Responsible Party 

Whom may we thank for referring you: _______________________________________________________________________________ 

Responsible Party (if someone other than the patient) _________________________________________________________________ 

Address: __________________________________________________  Address 2: ____________________________________________ 

City, State, Zip: ___________________________________________________________Pager: __________________________________ 

Home Phone: ________________________ Work Phone: ________________________ Ext ____ Cell____________________________ 

Birth Date: ____________________ Soc Sec: __________________________ Drivers Lic: _____________________________________ 

______Responsible Party is Policy Holder for Patient       ______Primary Insurance Policy Holder      _______Secondary Insurance Policy Holder 

PATIENT INFORMATION 

Address: ____________________________________________  Address 2: _________________________________________________ 

City, State, Zip: __________________________________________________________Pager: __________________________________ 

Home Phone: ____________________________ Work Phone: _______________________ Ext ____ Cell:________________________ 

Sex:  ___Male  ___ Female      Marital Status: ____Married  ____Single  ____Divorced  ____ Single  ____Separated  ___ Widowed 

Birth Date:  ________________ Age:______   Soc. Sec.:__________________________  Drivers License: _______________________ 

E-mail: __________________________________________________                ____ I would like to receive correspondences via email  

Student Status: ___ Full Time  ___Part Time                                     Employment Status: ___ Full Time  ___ Part Time  ___Retired     

Employer ID:_____________________________________    Insurance Carrier ID: ___________________________________________ 

Emergency Contact: ______________________________________ Emergency Contact #: ____________________________________ 

PRIMARY INSURANCE INFORMATION 

Name of Insured: ______________________________________________           Relationship to Insured: ___ Self  ___Spouse  ___Child  ___Other 

Insured Soc Sec: _____________________________________________             Insured Birth Date: ________________________________________ 

Employer: ____________________________________________________            Insurance Company: _______________________________________ 

     Address:  __________________________________________________                         Address: __________________________________________ 

     Address 2: _________________________________________________                        Address 2:_________________________________________ 

     City, State, Zip : ____________________________________________                        City, State, Zip: _____________________________________ 

Remaining Benefits: _______________________________________                     Remaining Deductible: ___________________________________ 

SECONDARY INSURANCE INFORMATION 

Name of Insured: ______________________________________________           Relationship to Insured: ___ Self  ___Spouse  ___Child  ___Other 

Insured Soc Sec: _____________________________________________             Insured Birth Date: ________________________________________ 

Employer: ____________________________________________________            Insurance Company: _______________________________________ 

     Address:  __________________________________________________                         Address: __________________________________________ 

     Address 2: _________________________________________________                        Address 2:_________________________________________ 

     City, State, Zip : ____________________________________________                        City, State, Zip: _____________________________________ 

Remaining Benefits: _______________________________________                     Remaining Deductible: ___________________________________ 


