PATIENT ACCOUNT# DR.

ARTHRITIS CENTER OF NEBRASKA
3901 Pine Lake Road, Ste. 120
P.Q. Box 6309, Lincoin, Nebraska 68506
402-420-1212
PLEASE PRINT CLEARLY

TODAY'S DATE
PATIENT NAME

First Initial Last

ADDRESS

CITY STATE Al

TELEPHONE #'s Home Work Cell

EMPLOYER

OCCUPATION QFul Time O Partime

IN CASE OF EMERGENCY NOTIFY Telephone #
{Not residing with patient)

IF MARRIED-SPQUSE:
NAME Work telephone# Birth date / /

mo day yr

REGARDING PATIENT

0O Female O Male Birth date / /
mo day yr

Marital Status Q Single Q Married QO Widowed O Divorced

Social Security #
REFERRED BY Family Physician
INSURANCE

to you. Please be exact i

Complete each section that applies listing identification numb

""" Insurance Coverage
MEDICARE ID# Q Primary Part O A (Hospital}
0 Secondary 0 B (Medical}
BLUE CROSS
BLUE SHIELD ID# Plan# {Nebraska plan #760)
If not Nebraska, List state
Insurance Coverage: ([ Primary (] Secondary
Patient relationship to Insured: Q) Self QSpouse (1 Chid
If relationship to insured Other than Self, Pisase complete below:
Policy Holder Name
{Insured)
Address
City Siate Zip
9 Date of Birth Employer J

PLEASE TURN OVER TO COMPLETE ADDITIONAL INSURANCE INFORMATION

ACN 207 (4/044dd)



e

QOther Insurance Co. Name
Group#

tD#

Policy Holder
(Insured)

Insurance Coverage: [ Primary 0 Secondary
Patlent relationship to Insured: QD Sef QSpouse [ Child

If relationship to insured Other than Self, Please complete below:

Name

Address

City State Zip
Date of Birth Employer

Other Insurance Co. Name

Group#

ID#

Policy Holder
{Insured)

MEDICAID ID # (Exactly as it appears on the card)

insurance Coverage: ([ Primary Q Secondary
Patient retationship to insured: Q1 Self [ Spouse [ Child

if relationship to insured Other than Self, Please complete below:

Name

Address

City State Zip
Date of Birth Employer

MEDICAID patients please show your monthly eligibility slip to receptionist.

Patient relationship to insured: QSelf O Spouse Q Child

Policy Holder
{Insured)

Name

Address

City State Zip

Date of Birth

/

l.....'-llll.............l.'..-..‘.....l......'....l‘....QOOI.l-............OCO

| HEREBY AUTHORIZE THIS OFFICE TO RELEASE ANY MEDICAL INFORMATION NECESSARY TO
PROCESS MY INSURANCE CLAIM (Please sign your name below). | hereby authorize photocopies of this form
to be as valid as the original, | understand i can withdraw this authorization at any time, by natifying this office in
writing. | hereby authorize treatment of the above patient and agree to pay all fees and charges for treatment

AUTHORIZATION TO RELEASE INFORMATION

regardless of insurance coverage or the pendency of insurance claims,

Date

X

Patient’s or authorized person’s signature



\ ARTHRITIS CENTER
OF NEBRASKA

Melvin A. Churchill MD acobs MD Rick C. Chatwell MD Robert M. Valente MD

Board Certified Rheumatologists Providing Comprehensive Rheumatologic Care and Osteoporosis Evaluation

Date

PLEASE NOTE

We are requesting the following information in order to better serve you and to
ensure the proper routing of medical reports. Please complete the following using
black or blue ink:

*It 1s very important the doctor’s first and last name be listed along with the city and
state.

Patient Full Name (please print):

City, State (please print): ,

Family Physician:
(First Name) (Last Name) (MD, PA, NP)

City, State: ,

*If PA (Physician Assistant) - which Doctor does he/she practice under?

Pharmacy Preferences:

Pharmacy 1

(Name) (Address-Example; 56" & "ietwar 2y (Phone #)
Pharmacy 2

(Name) (Address) (Phone #)
Pharmacy 3

(Name) (Address) (Phone #)

Thank you for taking the time to provide this information to our office.

X/ rontdeskptmdfonm
d: 06/11/2007



Please do notwritein | BONE DENSITY QUESTIONNAIRE

haded
shadec areas Arthritis Center of Nebraska

Yes __ Postmenopausal; Yes_ HRT; ___ Compression Fx; __ Kyphosis; ____Osteopenia/x-ray
No No Wt

Ht

Previous/young Ht

Please complete front and back: Please bring ALL medications with you including supplements

Date of Scan: Date of Previous Scan if any:
Name: Birthdate:
(First) (ML) (Last)
Address: City: State: _ Zip:
Referring Physician: Primary Physician:

Reason for scan:

Age: Gender: F__ M Race: White Asian Black Hispanic

Family history of osteoporosis? If yes, what kind of fractures occurred?

Have you had any prior osteoporotic fractures? No __ Yes Ifyes, where?

Have you ever smoked cigarettes? No Yes How many years?

Do you drink 2 or more alcohol beverages a day? No Yes

Check if you have had the following:

Cancer of the breast Thyroid replacement Sprue

Cancer of the uterus Rheumatoid arthritis Anorexia nervosa
Cancer (other) Kidney failure Illness leading to months
Crohn’s disease Organ transplant of bedrest

Ulcerative colitis Dialysis (chronic) Kidney stones

Check if you have had the following surgeries.
Spinal fusion Other lower back surgery
Hip replacement Partial stomach removal
Small intestine surgery

Check if you have taken the following:

Lasix (Furosemide) Inhalers
Cyclosporin Prednisone (more than 2 months)
Dilantin Thyroid replacement

Do you walk or exercise for 20 minutes at least 4 times a week? No Yes

Do you feel unsteady when standing or walking? No Yes

ACN-500



DIET

Estimate the number of servings you cat each day:

Group A 300mg Milk (8 0z)
Group B 150mg  Cheese

GroupC 75mg Cottage Cheese

Medication

mg

Yogurt Calcium enriched juice
fce Cream/Ice Milk Pudding with milk
_mg VIT D 119

Calcium

List the names of your current medications including calcium and vitamin supplements:

For prednisone users of 2 months or more (past or present):

Started at age

If on Boniva, estimate when it was started __

If on Fosamax, estimate when it was started

If on Miacalcin, estimate when it was started

If on Actonel, estimate when it was started

If on Forteo, estimate when it was started

If on Fvista, estimate when it was started

For women only

If menopausal, at what age?

If not menopausal, are your periods regularly?

Estimated average dose

Years of use
_ _month __ year Stopped ____month __year
_ month ___ year Stopped _ month ___ year
___month ____ year Stopped ____month _  year
___month____year Stopped _ month __ year
__ _month__ year Stopped _ month _ year
_ _month __ year Stopped ____ month _  year

For postmenopausal women, check the appropriate area:

No, never took estrogen

Yes, have taken or am currently taking estrogen

If yes, names

Date started

Still taking

Dosage

If stopped, when

years (include surgical removal of ovaries)

No Yes

ACN-500



