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 MIDWEST NEUROSURGERY, P.C.        Checked-in:   ________ 

8005 Farnam Drive, Suite 305      Omaha, NE 68114           Updated:  ________ 
 
Date:  ________ ___________                     Age _____          _                                      
 

Referrin g Physician    ____________________  ___________   
(The physician who requested your consultation with our office) 

 
Family Physician             
      

-------------------------------------------------------------------------------- 

 
Patient’s Name _______         ___ 
   (Last)   (First)   (MI) 
 

Address           _________ 
  (Street)    (City)  (State)  (Zip) 
 
Date of Birth  _____________       SS#  ____________        Sex:__M / F 
 

------------------------------------------------------------ 
 
GuarantorÕs Information  (person financially responsible for patient): 
 
Name:_______________________________ Date of Birth:__________________ 
 
Address:________________________________________________________________ 
   
Social Security #:___________________ Relation to Pt:_______________________ 
 
Home Phone: (       )_________________ Work Phone: (       )___________________ 
 
Cell Phone: (       )___________________     Email Address:_____________________ 
 
Sex:________________________   Marital Status:______________________ 
 
Employer: :_____________________________________________________________ 
 
Emp.  Address:__________________________________________________________ 
 
Insured’s Name (if different than above)     Date of Birth    
 
Relationship to Patient     Social Security #    
 
Insured’s Employer _____________    Phone # (      )  _________ 

 

Pediatric Registration Form  
Please use BLACK Ink only.  
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PatientÕs Name _______      
 
Emergency Contact, not living with you, that we may contact in case of emergency or if we need to 
change an appointment and are unable to reach you: 
 
Name:_____________________________ Relationship:________________________ 
 
Phone #:___________________________ 

-------------------------------------------------------------------------- 

MotherÕs Information (if different than guarantor):  
 
Name:_____________________________________     Date of Birth:______________ 
 
Address:___________________________________     Employer:_________________ 
 
Home: (       )__________________________ Work: (       )___________________ 
 
Cellular: (       )________________________    Email:________________________ 
 
Social Security #_________________________________________________________ 

Employer’s Address:_____________________________________________________ 
 
 
FatherÕs Information (if different than guarantor):  
 
Name:_____________________________________      Date of Birth:______________ 
 
Address:___________________________________      Employer:_________________ 
 
Home: (       )___________________________ Work: (       )___________________ 
 
Cellular: (       )________________________ Email: _______________________ 
 
Social Security #_________________________________________________________ 
 

Employer’s Address:_____________________________________________________ 

-------------------------------------------------------------------------- 

 
INSURANCE INFORMATION 

Primary Insurance Carrier Name          

Policy #      Group #      

 
Secondary Insurance Carrier Name         

Policy #      Group #       
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PatientÕs Name: ________________________________________________    
 

 

Auto Insurance Name  (if due to an accident )      _____ 

Name of Policy Holder    Claim #   ___ _____ 

Address of Insurance Company   City  State _____Zip   

Phone # (       )    __Accident Date    _____ 

Name of person handling claim        _____ 

Do you have an attorney or legal action current or pending for the condition for which you a re seeking 

legal consultation? _____(If so), name of attorney ____________ Attorney phone #: _____________ 

--------------------------------------------------------------------------------- 
Do you have a Co-Pay with your insurance plan for office visits?_________________ 
 
If yes, what is the amount?_________________________________________________ 
 
COPAYS ARE TO BE TAKEN CARE OF AT THE TIME OF SERVICE.  
 

I hereby authorize MIDWEST NEUROSURGERY, P.C. to furnish third party payors with any 
information concerning the medical care, treatment and billings. 

I hereby assign to MIDWEST NEUROSURGERY, P.C. all payments for medical services to be 
rendered to me or my dependents, and I authorize direct payment for such benefits to MIDWEST 
NEUROSURGERY, P.C. by any third party payor.  I understand that I am responsible for all medical 
fees and costs regardless of the insurance coverage and that Medicare and insurance plans require 
that all co-pays and deductibles be collected.  To the extent there is multiple coverage by third party 
payors such benefits shall be coordinated and the collection of any deductibles, co-insurance or co-
payments up to the full amount of the account balance shall be permitted, and I shall remain 
responsible for the said amount. I agree to pay a late charge at the rate of 1 1/3 percent per month on 
any amounts due from and after the 31st day following the invoice date until paid in full if there is no 
applicable insurance coverage.  If a claim is pending with a third party payor, no interest shall accrue 
until such time as the third party payor denies all or part of the claim, in which case I agree to pay a 
late charge at the rate of 1 1/3 percent per month on any unpaid amounts from and after the 31st day 
following the date MIDWEST NEUROSURGERY, P.C. or I receive notice of the same, whichever is 
earlier.  I also agree that if any dispute arises between MIDWEST NEUROSURGERY, P.C. and me, 
the laws of the State of Nebraska shall govern, and all disputes between MIDWEST 
NEUROSURGERY, P.C. and me must only be litigated in the appropriate court in Douglas County, 
Nebraska, and I consent to personal jurisdiction and venue being proper in the appropriate court 
located in Douglas County, Nebraska. 

 
Signat ure             Date     
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ChildÕs Name:  ____________________________       
 
Reason for your visit________________________________________________________ 
 
________________________________________________________________________ 
 
Date of Birth_____________________ Birth Weight___________ APGAR _____________ 
 
Primary Care Doctor _______________________________________________________ 
 
Complications with pregnancy:   none / hypertension / drug/alcohol use / bleeding / diabetes  
  

Was the baby born premat urely?       No      Yes    If yes, how early? ____________   

Did the baby stay in the intensive care?   No      Yes    If yes, How long? ____________   

Was the baby on a ventilator       No  Yes    If yes, how long? _____________   

Did the baby have any ble eding in the brain?     No    Yes   

Hydrocephalus?   No    Yes     

 
Please list any other chronic health problems  of your child 
__________________________________________________________________________ 
 
__________________________________________________________________________ 
 
__________________________________________________________________________ 
 
Please list any other specialists  who care for your child _____________________________ 
 
__________________________________________________________________________ 
 
__________________________________________________________________________ 
 

Past Surgeries &/or 
Hospitalizations  

Date Complications  
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ChildÕs Name__________________________________ 
 

Current Medications : 

Name of Medication  Dose Times given  
 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
Medication or other ALLERGIES  ______________________________________________ 
 

__________________________________________________________________________ 
 
Are immunizations  up to date?   Yes   No    ______________________________________ 
 
Most recent Height______________  Weight______________ 
 
Diet: ___ Normal for age     ___Formula or breast milk      ____ by mouth       ____ by tube 
 
Family History :  Please circle those conditions  present in siblings, parents and gra ndparents  
 
High blood pressure  Heart disease Cancer Diabetes Kidney Disease 
 
Liver Disease Bleeding Problems  Birth Defects 
 
Explain___________________________________________________________________ 
 
_________________________________________________________________________ 
 
 
Have you been told your child has any delays in developing skills?     No     Yes    
 
If yes, explain______________________________________________________________ 
 
_________________________________________________________________________ 
 
 
Do you use child safety seats or seat belts?      No      Yes     
 
Are any of the following used in the home ?  Tobacco    Alcohol Recreational Drugs 
 
Is there a history of domestic violence ?          No       Yes  
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ChildÕs Name________________________ 
 
Systems Review : Please circle those symptoms  that your child has currently  or in the past . 
 
      Vision loss        Eye infections    Glaucoma 

      Eye crossing    Ear infections   Sinus Infections 

      Hearing Loss           Trouble Swallowing or Chewing  Mouth Sores 

      Throat infections  Headaches    Neck Pain 

      Meningitis   Seizures    Heart Murmur 

      High Blood Pressure  Chest Pain    Asthma 

      Pneumonia   Bronchitis    Turning Blue 

      Stomach Pain   Reflux     Constipation 

      Diarrhea    Jaundice    Urinary infections 

      Incontinence   Blood in Urine   Arm Pain 

      Trouble using arms  Numbness    Arm Stiffness 

      Leg Pain    Trouble using legs   Numbness   

      Leg Stiffness   Skin rashes    Skin Sores 

      Swollen Glands   Bleeding Problems   Growth problems  

      Diabetes    Cancer    Cerebral Palsy  

 
Form completed by __________________________ _____     Date _______________ 
 
Relationship to child ______________________ ________ 
 
 
I have reviewed the above informa tion with the patient and care giver . 
 
_______________________________________  ________________ 
 Medical Staff - Signature                  Date 
 


