NEBRASKA®

ORTHOPAEDIC (309 55857
Holmes Lake Plaza, Suite 201 (402) 488-3322
SPORTS MEDICINE, PC 6940 Van Do Lincoln, NE 68506 FAX (402) 488-1172
Patrick E. Clare, M.D. Robert W. Dugas, M.D. William F. Garvin, M.D. Scott E. Strasburger, M.D.
David P. Heiser, M.D. Thomas M. Heiser, M.D. Daniel R. Ripa, M.D. David J. Clare, M.D.
NAME (Please give legal name)
(First) (Middle Initial) (Last)
BIRTHDATE AGE SEX: M F Marital Status: M SWD
SOCIAL SECURITY # - -
STREET: CITY ZIP
HOME PHONE: WORK PHONE:
EMPLOYER: EMPLOYER ADDRESS:
SPOUSE (Parent if minor): EMPLOYER:

************************************I NS{JRANCE INFORMATI ON********************************

(Pleasefill in al that apply)
WORKMEN'’S COMP If you are filing this under workmen’'s comp: Date of injury or accident

Employer’s name and complete address

Il. If injury was due to an accident; date of injury or accident

Where did accident occurs: [ home [ auto [~ school ™ recreation ™ other

I1. Insurance coverage: Please check al that apply
" Medicare [~ Medicaid (Welfare) 7 BCBS [T UHC of the Midands

I Mutual of Omaha I~ Midlands [ Other

Copy of Insurance Card Here
(Front and Back)

Reason for today’ s visit (include body part, |eft or right):

Referred by:
[T Physician [~ Therapist [~ Trainer [ Other Name
Family Physician:

Forkkkkk xRk ok kxR kR kxR k ek Authorization to release information & Pay Benefitsto the physician®***x#* ks kkskkkskokxokokx
| hereby authorize NEBRASKA ORTHOPAEDIC & SPORTS MEDICINE, P.C. to release any medical information necessary to
process this claim for insurance or for workmen's compensation benefits. | hereby authorize payments directly to NEBRASKA
ORTHOPAEDIC & SPORTS MEDICINE, P.C. for the surgical and/or medical benefits, if any, otherwise payable to me for their
services. | understand that | am financially responsible for the charges not covered by this authorization/insurance.

Signature Date




