Lincoln Family
Wellness, P.C.

Patient Information Form

Name: FIRST MIDDLE INITIAL LAST
Preferred Name Date of Birth Marital Status
Sex: Social Security #

Address:

City: State: Zip: e

Cell Phone Number: -

Home Phone Number: -

Work Phone Number: - - Preferred Number:

Email Address:

Employer:

Race Ethnicity_

Preferred Language

Preferred Pharmacy

Guarantor/Responsible Party Name (if different):

Guarantor Address:

Insurance Type:
Policy ID: Group Number:
Policy Holder: Policy Holder Birthdate

Emergency Contact:

Relation to patient: Phone Number: - -




| [Lincoln Family
o Wellness, BC.

Authorization for Release of nformation to Family Membiers

patient Name: DOB:

SSN: Address:

Cantact Phone Number:

’ (Patient Name}, direct Lincoln Family Wellness, PC to
disclose and release my protectéd health information descrined below to!

Narie: : Relationship:

Address: ] Contact Phone Number:

Haalth [nformatlon to be disclosed upon the request of the person named above:

% Disclase my complete health record (Including but not limited to dlagnosis, test results, medications
olan of treatment and billing for all conditions). '

[ pisclose my heaith record, as above, But DO NOT disclose the following (check all that apply):

FiMental health records
[ACommunicable diseases (including HIV and AlDS)
[JAlcohol/drug abuse treatment

[dother (pleasa Specify):

The cutharization shal! be effective until revoked. This includes al past, present and future perlads unless
atherwise specified,

You may revoke this autharization in writing at any time by notifying our office, preferably in writing,

Patiant/Guardian Signature: Date:




Full Name:

Lincoln Family Wellness, P.C.

Michelle K. Manning, M.D. e Janet K. Sellon, M.D. e Timothy J. Dalton, M.D. = C. Kyle Haefele, M.D.
Benjamin Biehl, M.D. = Rebecca L. Pfabe, A.P.R.N. ¢ David A. Foster, A.P.R.N. ® Penny Placke, P.A.

1101 South 70 Street

Suite 101

Lincoln, NE 68510

DOB:

ALLERGIES []No Allergies

Date:

HEALTH HISTORY FORM

Allergy

Allergic Reaction

MEDICATIONS/SUPPLEMENTS ATTACH LISTIF NEEDED

Medication (including strength)

Dose

Times Per Day

SURGERIES/HOSPITALIZATIONS ATTACH LIST IF NEEDED

Reason Year Surgeon Facility
PERSONAL MEDICAL HISTORY

Disease/Condition Current | Past Disease/Condition Current | Past

ADHD/ADD High Cholesterol

Alcoholism Thyroid Disease

Asthma Renal (Kidney) Disease

Cancer Migraine Headaches

Depression/Anxiety Sleep Apnea

Diabetes Stroke

COPD/Emphysema OTHER:

Heart Disease
SPECIALISTS ATTACH LISTIF NEEDED

Specialist Type Specialist Name Last Visit

PLEASE COMPLETE BOTH SIDES.
ARRIVE 15 MINUTES PRIOR TO SCHEDULED APPOINTMENT TIME WITH YOUR PHOTO ID AND INSURANCE CARD




Full Name: DOB: Date:

FAMILY HISTORY COJUNKNOWN (O ADOPTED ATTACH LIST IF NEEDED

Family Year | Ageof | Healthy | Cancer Heart Stroke Diabetes Other
Member of Death
Birth

Father

Mother

Sibling MorF

Sibling MorF

Child MorF

Child MorF

SOCIAL HISTORY

Marital Status: Occupation:

Tobacco/Nicotine Use

O Current Type; How much per day:

O Past Type: How much per day: Quit Date:
CINot Applicable

Second Hand Smoke Exposure
O Current [ Past [ONotApplicable

Drug Use

C1Current Type:

1 Past Type: Quit Date:

[ONot Applicable

Alcohol Use

O None in the past 12 months

O Current How often: How many at a time:

Ever more than 6 on one occasion and if so how often:

Caffeine Intake

[1Yes Type: How many cups per day:
CINo
Exercise
(lYes How often: Type:
UINo
HEALTH MAINTENANCE HISTORY *ATTACH IMMUNIZATION LIST IF AVAILABLE*
Test Date Facility Results
Pap Smear
Mammogram
Colonoscopy
PSA
Bone Density

Sharad Drive~Front Office Info-"Heaith History Form Rev Aug 2025”



Inaeiis Farnlly _
Wellhess, RO, .
@ AUTHORIZATION TO UBE OR DISCLOSE PROTECTED HEALTH INFORMATION

Pallent:

Full Neame!

Ofher Name(s) Used; Date of Birth:

Address: Clty: State: Zip:
Phone: { )

Name of practice whare records reside:

Name:

Address: Gty State:___Zlp
Fhione: ( ) Fax: { '
information fo be released Yo:

Uneotn Famlly Wellnass

1101 5 70" 5t Sulte 101

Uncoln, NE 68510

Phone: 402-488-1400 FAX: 402-488-3879

8pecific information to be disclosed:

o Medical Racord from date to dats

o Entlre Medical Record, including patient historles, office notes (axcept peyohotherapy
notas), test results, radiclogy studies, films, refarrals, consults, billing records, Insurance
records, and records racelvad from other health vare providets,

g Other:

Inslude: {Indicate by Inltialing)

Drug, Alsohol or Substance Abuse
Records

Mental Heaalth Records (Except
Paychotherapy Notas)

HIVIAIDS-Relatsd Information (including

HIVIAIDS Test Rosults)

enstic Infarmation {Including Genstic

Test Resulis)

Reason for release of Information:
(Choose all that Apply)

a Treatment/Continuing Medical Care
o Personal Use

& inslrance

o Legal Purposes

o Disabiilty Datermination

1 School

o Empioyment

o Other (Specify):




The individual sianineg this form agrees and ackriowledges as follows:

{{) Voluntary Authulrizaﬁon: This autharzation Is voluntary. Treatment, payment, enrclimant or efigisiilty
for banefity (as applicable) will not be onditionsd upon my signing of this authorization fort,

(Ily Effextive Time Ferjod: This authorlzation shall he In effect untll the earller of two (2) years after the
death of the patiant fur whom thls authorization s made or the following spacied dafe: Month: _
Day: Year: .

(i) Right to Revoke: | understand that | have the right to revoke this authorization at any time by wilting
to tha health oare provider or health care entity listed above. | understand that F may revoke this
authorization except ta the extent that action has already baen taken based on this authorization,

(iv) Spaelal Information: This authorlzation may Inlude disclosure of Information releting to DRUG, .
ALGOHOL and SUBSTANCE ABUSE, MENTAL HEALTH INFORMATION, except paychotherapy

- notes, CONFIDENTIAL HIV/AIDS-RELATED INFORMATION, and GENETIC INFORMATION onty if |
plase my titlals on the approptiate ines above, In the event the healih information dessribad above
ineludas any of these types of Information, and 1 kiltls! the corresponding lines in the box above, |
spacifically authorize release of such Information to the person or entlly Indlcated hereln.

(v) Blgnaturs Authorization! | have read this form and agres to the uses and disclosure of the
infarmation as desoribed. 1 understand that refusing to sign this form dees not stop disclosure of health
information that has oocurred prior fo revocation or thet ls otherwlse permitted by law without my specifia
authorization or permission. 1 undsrstand that Information disclosed pursuant fo this authorization may be
sufject to redisclosurs by the reciplent and may no longar be protected by futieral o state privacy laws,

SIGNATURES:
Patlent/Legal Represantaflva: Date:

If Legal Representative, relationship to

'Witness (optlonaly: Date:

A minor Individuel's signaturs is required for the release of cartain fypes of informatlon, including for
example, the ralease of information ralated to cerialn types of reproductive care, sexually transmitted
dissasas, and drug, aleohol or substancse abuse, and mental health treatmeant,

Signaiure of Minor (if applicable): Dato:




