Mitchell J. Henry, M.D., D.D.S.
2222 S 16th Street Ste 300 Lincoln, NE  68502
(402)435-0044 ~ Fax (402435-7010

	PATIENT INFORMATION:

	Name____________________________________________  Sex:       Male      Female
Address__________________________________________  Date of birth:______________________Age___________
_________________________________________________ Marital Status:    □Married       □Single       □Partner City____________________State_________Zip__________                                □Separated      □Divorced     □Widowed: 
Phone:  Home:____________________________________  Social Security #_____________________________________
               Work:____________________________________  Referred by:________________________________________
                  Cell:________________________________  Email:__________________________________________________
Emergency Contact:________________________________________Phone#_____________________________________
If a College Student:  □Full time     □Part time     Name of School:_______________________________________________

	PATIENT EMPLOYMENT:

	□Employed      □Retired    □Disabled     □Other

Employer:______________________________Title:_________________________Phone:_________________________

	INSURANCE INFORMATION:

	PRIMARY INSURANCE:
□Same as Patient     □Spouse    □Parent      □Other

Subscriber Name:___________________________________
Address:___________________________________________
__________________________________________________
City_____________________State__________Zip_________
Phone:____________________________________________
Relation to Patient:__________________________________
Social Security #:____________________________________
Date of Birth:_______________________________________
Employer:__________________________________________
	SECONDARY INSURANCE:
□Same as Patient      □Spouse    □Parent       □Other

Subscriber Name:________________________________
Address:________________________________________
_______________________________________________
City___________________State_________Zip_________
Phone:_________________________________________
Relation to Patient:_______________________________
Social Security #:_________________________________
Date of Birth:____________________________________
Employer:_______________________________________




Ethnicity:
	Hispanic or Latino ______ Not Hispanic or Latino ______
Language:
	English ____ Russian____ Chinese____ Japanese ____ Vietnamese____ Spanish ____ Other ____
[bookmark: _GoBack]RACE:
	African American ____ American Indian ____ Asian ____ Hispanic ____ White/Non-Hispanic ____

CONSENT:
I authorize treatment of the above named patient.

I assign those medical and/or surgical benefits to which I am entitled, for services provided by Dr. Mitchell Henry (LARS, PC).  The assignment will remain in effect until revoked by me in writing.  A photocopy of this assignment is to be considered as the original.

I agree to be financially responsible for all charges whether or not paid by insurance.  I authorize the release of any medical information necessary to process insurance claims.  I authorize the use of my signature on all insurance submissions.  Dr. Mitchell Henry may use my health information and disclose such information to my insurance company(ies) and their agents for the purpose of obtaining payment for services and determining insurance benefits or the benefits payable for related services.  I have read and understand this information.
	
	Patient Signature:_________________________________________________Date:_____________________________
	Or Legal Guardian/POA
