Contact Release of Information
Nebraska
n o Hematology
Oncology

Name: Date of Birth:

PLEASE LIST ALL CONTACTS AND DESIRED AUTHORIZATION FOR ANYONE WHO IS
INVOLVED IN YOUR CARE:

Contact Name 1: Relationship:

Scope of Contact (Select One): 0O Emergency o Standard QO Power of Attorney O Blacklist
Type of Access (Select All That Apply): O Financial Access O Clinical Access Q No Access
Phone Number: Phone Type: 0O Home a Work a Cell

Contact Name 2: Relationship:

Scope of Contact (Select One): O Emergency a Standard 0O Power of Attorney a Blacklist
Type of Access (Select All That Apply): O Financial Access 0 Clinical Access O No Access
Phone Number: Phone Type: 0O Home a Work o Cell

Contact Name 3: Relationship:

Scope of Contact (Select One): Q@ Emergency a Standard O Power of Attorney a Blacklist
Type of Access (Select All That Apply): O Financial Access O Clinical Access O No Access
Phone Number: Phone Type: 0O Home a Work a Cell

Please list any additional contacts below:

Signature: Date:




Nebrcska
D Henatology
Onzaiogy

Patient Name:

Patient DOB:

Visit Date:

Distress Thermometer
Distress is an unpleasant experience of a
mental, physical, social, or spiritual nature.
It can affect the way you think, feel, or act.
Distress may make is harder to cope with
iliness, its symptoms, or its treatment.

Instructions: Please circle the number (0-
10) that best describes how much distress
you have been experiencing in the past
week, including today.
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No Distress | 0
o
Reviewed by (Initials): o e-sign

0O Palliative Care O Behavioral Health
0 Navigation/Social Work O Child Life
O Financial Counselor

O Physical Therapy/Occupational Therapy

Mental Health Assessment (PHQ2)

Total:

Over the last 2 weeks, how often have you been bothered by any of the following problems?

1) Little Interest or Pleasure in Doing Things

O Not at All (0) [ Several Days (1) O Over Half the Days (2) O Nearly Every Day (3)

2) Feeling Down, Depressed, or Hopeless

O Not at All (0) O Several Days (1) [0 Over Half the Days (2) O Nearly Every Day (3)

Are you interested in professional services / medications to support your mental health? O Yes O No

ooooocooooooao

Problem List

Have you had concerns about any of the items below in the past week, including today?

Practical Concerns

Taking care of mysslf
Taking care of others
Work

School

Housing

Finances

Insurance
Transportation

Child care

Having enough food
Access to medicine
Treatment decisions

Social Concerns

a

oo o o oo

Relationship with spouse or
partner

Relationship with children
Relationship with family
members

Relationship with friends or
coworkers

Communication with health
care team

Ability to have children
Prejudice or discrimination

(Mark all that apply)

Emotional Concerns

OoooooOo oo

Worry or anxiety
Sadness or depression
Loss of interest or
enjoyment

Grief or loss

Fear

Loneliness

Anger

Changes in appearance
Feelings of worthlessness
or being a burden

Spiritual or Religious Concerns

O o og o a

Sense of meaning or
purpose

Changes in faith or
beliefs

Death, dying, or afterlife
Conflict between beliefs
and treatments
Relationship with the
sacred

Ritual or dietary needs

O OOooooOoooooooooocoooooon

Physical Concerns

Appearance
Bathing/Dressing
Breathing
Concentration
Constipation

Diarrhea

Eating

Falling / Loss of balance
Fatigue

Feeling swollen
Fevers

Getting around
Indigestion -

Memory loss / Dementia
Mouth sores

Nausea

Pain

Sexual health

Skin dry / itchy

Sleep

Substance use
Tingling in hands / feet
Tobacco use

Urination changes

NO CONCERNS
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4004 Pioneer Woods Drive Lincoln, NE 68506 Phone: 402.484.49500
YourCancerCare.com Fax: 402.484.6456

. = PATIENT INFORMATION DATA SHEET

ALL INFORMATION IS ESSENTIAL — PLEASE DO NOT LEAVE ANY FIELDS BLANK

First: MIl:— Last Name: DoB: ____/___ [ ___ SSN: - -
Email Address: Gender: M/ F Marital Status
For lab results and important information
Address: City: State: Zip:
Phone Numbers:  Home: Work: _ Cell: _
Preferred Method of Contact: Home___ Work___ Cell ___ May we leave a message regarding appointment information? Y /N
Preferred Language:
Ethnicity: Are you of Hispanic or Latino origin? Y /N D Peclined or Unknown Race D Declined
Your Employer: If Retired, Date of Retirement:
Primary Care Physician: Referring Physician:
CONTACT NAME PLEASE INDICATE DESIRED AUTHORIZATION® PHONE RELATIONSHIP TYPE
Release of Records -~ ~ Emergency
{i.e. Appt/medical care) Contact"
D D Spouse Child Other_
D D Spouse Child Other
D D Spouse Child Other__

*This authorization shall be effective until | {the patient) revoke this authorization: All past, present, and future periods.
NOTE: You may revoke this authorization at any time by notifying NHO in writing.

HEALTH INSURANCE INFORMATION

Please provide us with your insurance card so we can make copies for your chart.
Relationship to

Insurance Carrier Subscriber Name Subscriber SS# Subscriber DOB ID ,
Subscriber
Primary: / / / / Self / Spouse / Child / Other
Secondary: / / / /_ Self / Spouse / Child / Other
Tertiary: / / / ! Self / Spouse / Child / Other
Prescription*: / / / /__ Self / Spouse / Child / Other
*Is your prescription coverage any of the following: Medicare Part D Group/Individual Plan VA only

ATTN: Medicare Patients: If you are covered with Group Insurance thru an employer that you or your spouse are NOW RETIRED FROM, then list
Medicare as Primary and the Group Plan as Secondary. If you’re employed full-time, then the group plan would be Primary and Medicare would be

Secondary.

I=————— —————  ———— —————____——=— L =—ne_s —=——& " ., .- ————————— ——— _———————_
I realize that the responsibility for all medical expenses is mine and any dispute with the insurance company is not reason for nonpayment of this
account. My signature below will authorize the release of any medical or other information necessary to process my claims. | also authorize all payment
of medical benefits to Nebraska Hematology-Oncology, P.C. for all claims on my behalf.

Signature: Today’s Date:
It is mutually agreed that a photographic copy of this signature shall be as valid as the original.

FOR OFFICE USE ONLY:
Reviewed by:
Updated by:
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Telehealth Consent Form

| understand that telehealth is the use of electronic information and communication
technologies by a healthcare provider used to deliver health care services to an
individual when he/she is located at a different location or site than | am.

| understand that the telehealth visit will be done through a two-way video link-up call
through a HIPPA compliant service called Doxy.Me. The healthcare provider will be able
to see my image on the screen and hear my voice. | will be able to hear and see the
healthcare provider.

| understand that the laws that protect privacy and the confidentiality of medical
information, including HIPPA, also apply to telehealth appointments.

I understand that | have the right to withhold or withdraw my consent to the use of
telehealth in the course of my care at any time, without effecting my right to future care
or treatment.

| consent to receive health care services via telehealth.

| do NOT consent to receive health care services via telehealth.

Print Name Date of Birth

LI

Signature Date

I will be using:

Smart Phone: Phone number:

Desktop or laptop with webcam capabilities: Email address:
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Acknowledgement of Receipt of NHO Notices

By signing below, I acknowledge that I have received a copy and agree to the terms of
the following notices of Nebraska Hematology-Oncology, PC.

O Notice of Privacy Practices
O Financial Policy

O Oncology Medical Home

Patient Name: Patient DOB:

Signature of Patient or Personal Representative Date

Print Name of Personal Representative (if signing for patient)

Description of Personal Representative’s Authority

NPackrcpt.rev081621
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Financial Policy

At Nebraska Hematology-Oncology, P.C., our experienced administrative support staff will
help you manage your insurance and other paperwork details. Please understand that
payment of your bill is part of your treatment. The following is a statement of our Financial
Policy, of which we require that you read and signh agreement on our “Acknowledgement of
Receipt of NHO Notices” Form.

INSURANCE: Your insurance policy is a contract between you and your insurance company.
We are not a party to that contract. We will submit claims to your insurance plan for you, as
long as the most current and accurate information is provided. Please be aware that some of
the services provided may be non-covered services and/or not considered medically necessary
under your health insurance plan. You, as the patient, ultimately are responsibie for payment
of all services provided by our Care Center. Please note that copays specified by your insurance
plan are due at time of service. Most insurance companies have a yearly deductibie this is your
responsibility to pay. Most insurance companies only pay a percentage of the cost, and you are
responsible for the remainder.

USUAL AND CUSTOMARY RATES: Our practice is committed to providing the most
appropriate treatment for our patients and we charge what is usual and customary for our area.
You are responsible for payment regardless of any insurance company's arbitrary determination
of usual and customary rates.

CREDIT POLICY: Accounts are due and payable as of the date billed. We realize it may be
necessary on occasion to make payment arrangements. If financial difficulties arise, please
contact our billing department as soon as possible.

If an account becomes past due with no valid reason or communication from you, or if your
statements are returned to us in the mail with no forwarding information, necessary action will
be taken to recover the account balance due.

Our billing department is available to discuss any questions you may have regarding your
insurance or your account. They can be reached through our main number at 402-484-4900.

For your convenience we accept cash, checks, Visa, MasterCard and Discover

NPfinpol.rev081621
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Name:

NHO

New Patient & Family Health
History Questionnaire

Date of Birth:

Primary Care Physician:

Referring Physician:

Preferred Pharmacy:

Occupation:

Please list all medications (including prescription, non-prescription, vitamins, and herbal) you are currently taking:

Name of Drug Dosage

Frequency

Reason for Use

Prescribed by:

Please list any drug/food allergies you have and the type of reaction you have to that medication/food:

Name of Drug/Food Allergy

Type of Reaction

Please list any operations and/or procedures you have had and the year that you had them:

Type of Operation/Procedure

Year of Operation/Procedure

Please list any implantable devices you have, i.e., pacemaker, insulin pump, etc.

Type of Device

Year Device was Placed
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Patient Name:

Please list any diseases/conditions you currently have or have had in the past:

Disease/Condition

Current Condition or Resolved

Type of Treatment

Advance Directives

« Do you have a Do Not Resuscitate (DNR}) / Do Not Intubate (DNI) order in place? ECiNo [ves; please provide copy

+ Do you have a Living Will? [CINo [Aves; please provide copy

+ Do you have a Power of Attorney for Healthcare? CINo Elves

Are you interested in learning more about advance directives and/or advance care planning? EnNo Dlves
Social History:
Substance Current Use Past Use Daily Amount | Year/Age Started | Year/Age Quit

Smoking Tobacco Use ves CINo Clves [INo | Packs:

Smokeless Tobacco Use Eves [CINo dves No

Vaping Use Eves CNo Cdves [Ano

Alcohol Use Cves [JNo lves [INo | Drinks:

Marijuana Use Cves CIno Clves [INo

Drug Use Cdves CINo [3Yes [INo | Type:

Caffeine [3ves [ANo [dves [INo | Drinks:

Screening History
+  Date of last Mammogram (if applicable):

+  Date of last Colonoscopy (if applicable):

+  Date of last Pelvic Exam (if applicable):
»  Date of last Pap Smear (if applicable):

»  Date of last Bone Density (if applicable):

Immunization History
«  Last COVID-19 vaccine (if applicable):[JPfizer [Moderna [Jiohnson & Johnson Date:
«  Date of last Influenza vaccine (if applicable):

+  Date of last Pneumonia vaccine (if applicable):

»  Date of last TDAP vaccine (if applicable):

+  Date of last Tetanus vaccine (if applicable):

«  Date of last Shingles vaccine (if applicable):

+  Name & Date of Other vaccines (if applicable):

Pain
»  Are you currently experiencing pain? DYes DNO
« If Yes, location of pain:

»  Please rate your pain 1-10 (10=worst)

*  What are you doing for your pain?
My current pain management needs to be addressed: [_ives [[]No
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Patient Name:

Have you experienced the following?

PSYCHIATRIC
Depression: Clves BNO (*if Yes, please complete below}
*Little interest or pleasure in doing things: [Not at all (0) [dseveral days (1) BOver half the days (2) O Nearly every day (3)
*Feeling down, depressed, or hopeless: [Not at all (0) [Cdseveral days (1) [Clover half the days (2) Q Nearly every day (3)

Total Score:
Anxiety: Edyes[No
Insomnia Cdves E No
Other Mental Health Disorder [dves[INo
GENERAL
Fatigue EClves [3No

Fever/night sweats

Difficulty with bathing/showering
Difficulty with dressing

Difficulty with walking/stair climbing
Difficulty with meal preparation
Confined to bed/chair >50% of day

Eves [QNo
mYes E No
mYes D No
Cves D No
ves[Ino
[yes [INo

EYES
Visual changes/double vision Cves ENO
Eyes yellow mYes ENO
ENT
Decreased hearing [dves [INo
Ringing in ears Clves [no
Nose bleeds/nasal discharge Clves Ino
Hoarseness mYes mNo
Sores/white patches in mouth E]Yes mNo
Dental problems [Oves [INo
Thyroid problems Clves E]No
HEART
Chest pain Eves CNo
Ankle swelling [dves [INo
Heart problems [CdvesINo
Blood clots Eves[No
Irregularity/skipped beats EYes BNO
LUNGS
Shortness of breath EvesiNo
Cough with or without blood ClvesNo
Wheezing yes[INo
Pulmonary embolus [dves [INo
GASTROINTESTINAL

Constipation

Diarrhea

Dietary intake changes
Dietary restrictions

Fluid intake changes
Heartburn
Nausea/vomiting

Trouble swallowing

Vomit blood

Weight changes (gain/loss)

[ves [No
Elves [INo
[Jves [No
Elves[Ino
[ves [ONo
Eves [INo
ves [no
ves[INo
Eves [CINo
[ves [JNo

Weight changes (intentional/non-intentionalees [:]No
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.Patient Name:

Have you experienced the following?

GU-GENITOURINARY
Blood in urine
Up at night to urinate
Loss of bladder control
Kidney stones
SKIN
Rash
Skin itching
Yellow skin (jaundice)
Bruising
NEUROLOGICAL
Numbness/tingling
Headache
Dizziness
Weakness
Seizure
ENDOCRINE
Diabetes
Heat/cold intolerance
Thyroid problems
LYMPHATIC
Lumps or bumps
HEMATOLOGY
Bleeding problems
Anemia
Blood transfusion history
MUSCULOSKELETAL
Muscle Weakness
Gait (walking) problems
REPRODUCTIVE/SEXUAL
Changes in sexual desire
Painful intercourse
Erectile dysfunction (males)
Capable of reproduction

Fertility preservation concerns
Birth control {if yes, what method)

WOMEN

Vaginal discharge or bleeding

Hot flashes
Breast lumps

Menstrual period - date of LMP

Post-menopausal
Hysterectomy

When complete, please save document and email to: medrecords@yourcancercare.com

[dves [JNo
[Cdves E No
EYes D No
BYes DNO

Cves [Ino
Elves [INo
Cves DNo
Cves [Ino

Eves DNO
DYes DNO
[Cdves [[No
[dves [ JNo
Cves Cino

Cves o
Cves mNo
Elves[no

[ves [No

[Cves m No
[ves ENo
Cdves[INo

[lves D No
ClvesdNo

[dves [InNo
[ves [INo
ves BNo
[Cdves [Ino
Cves B No
[ves D No

[ves No
[ves BNO
Cves INo
[ves I:] No
Eves [JNo
[ives [ONo

Method:

Date:
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JPatient Name:

Family Cancer History:

Your Biological
Family

First Name

M/F

Cancer Type/
Diagnosis Age

Other Hinesses

Age at
Death

Example

Jane

Ovarian

Heart failure

Children

Siblings

Nieces

Nephews

ZLIZ|n|n

Mother

F

Grandmother

Grandfather

Aunts/Uncles

First Cousins

Great Aunts/Uncles

Great Grandparents

Father

M

Grandmother

Grandfather

Aunts/Uncles

First Cousins

Great Aunts/Uncles

Great Grandparents

Additional Family History Information:

Please mark below if you
currently have, or in the
past have had any of the
following:

O

O 00000 04

O 0

Ovarian cancer, fallopian
tube cancer, or primary
peritoneal cancer?
Pancreatic cancer?
Metastatic prostate
cancer?

Breast cancer at age 45 or
younger?

Triple negative breast
cancer?

Male with breast
cancer?

Ashkenazi Jewish
ancestry?

*More than one diagnosis
of breast cancer in your
lifetime?

*Breast cancer and at
least 1 relative with
either breast, prostate,
ovarian, or pancreatic
cancer?

*Prostate cancer and

at least 1 relative with
either breast, prostate,
ovarian, or pancreatic
cancer?

*Metastatic breast
cancer?

*Family member

with colon cancer or
endometrial cancer at age
50 or younger?

*Family member with
metastatic prostate
cancer?

*Known cancer gene
mutation in you or your
family member?

When complete, please save
document and email to:
medrecords@yourcancercare.com



