“DHHS

—

Nebraska Departrgent of Health (MH004) MHO004

and Human Services

Nebraska Department of Health and Human Services
AFFIDAVIT FOR OUTPATIENTS MEDICATION REQUEST FORM

STATE OF NEBRASKA: COUNTY OF _)SS.

The undersigned, being first duly sworn deposes and says that:

The patient’s name is

Financial Responsibility
P.O. Box 98936
Lincoln, NE 68509

, and patient

is years of age, and resides at

;and

The patient has been discharged from Mental Health Board ordered treatment from the facility identified as

sand

(a) The patient qualifies as a person who is unable to pay under the same standards of ability to pay set forth in
Neb. Rev. Stat., §§ 83-363 to 83-380, and will submit information to the Financial Responsibility Division of the

Department of Health and Human Services upon its request, to substantiate that fact;

(b) That prescription medication has been prescribed as necessary for the patient’s mental health treatment; and

(¢) That the patient's treating physician is

Dr.

whose address is

(Signature of Patient or Guardian)

Typed name of Affiant

Subscribed in my presence and sworn to before me this day of

Notary Seal

Notary Public

DHHS/Financial Responsibility

Signature
Center Pharmacist

Signaturs
White — Financial Responsibility Division Yellow — Pharmacist

)
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Pink — Patient’s Record
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STATE OF NEBRASKA
DEPARTMENT OF HEALTH AND HUMAN SERVICES

FINANCIAL QUESTIONNAIRE (USED FOR DETERMINING ABILITY TO PAY)

1. NAME 2.AGE | 3. MAFITAL STATUS 3. SOCIAL SECURITY NUMBER
& ADDRESS, CITY, STATE, and ZIP GODE 8. COUNTY 7. LENGTH OF TIME AT PRESENT ADDAESS
5. PAEVIOUS ADDRESS 9. COUNTY 10, NO. OF DEPENDENTS T1. MO. RENT OR PYMT
LEGAL SETTLEMENT GOUNTY s
12, HAVE YOU EVER REGEIVED TREATMENT IN A
STATE OPERATED FACILITY? WHERE?
13. EMPLOYER 14. ADDRESS 15. GROSS MO. INCOME

INTEREST DIVIDENDS ROYALTIES
$ $ $ $
PAYING AGENCY AND ADDRESS
RAENTAL INGOME SOCIAL SECURITY VETERANS AAILROAD
$ _Is $ $ $
ADDRESS OF HENTAL PROPERTY
MISCELLANEOUS TNCOME (SPECIFY)
$
TOTAL OTHER INCOME |

17. LIABILITIES

COMPANY ADDRESS MO. PYMT.

BALANCE

TOTAL LIABILITIES

18. HEALTH INSURANCE INFORMATION
COMPANY ADDRESS POLICY NUMBER

0 0 N OR f )
COMPANY ADDRESS AMOUNT CASH VALUE | POLICY NUMBER
025-151-007 {PLEASE COMPLEIE THE OTHER SIDE}
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0. ASSETS AMOUNT

CHECKING ACCOUNTS
NAME OF BANK ADDRESS

SAVINGS ACCOUNTS
NAME OF BANK OR SAVINGS COMPANY ] ADDRESS

FARM
MACHINERY

LIVESTOCK

REAL ESTATE
HOME ADDRESS

MISCELLANEQUS ASSETS (SPECIFY)

STOCKS, BONDS, C.D.s
AUTOMOBILE MAKE YEAR

ACCOUNTS RECEIVABLE

TOTAL ASSETS
DID YOU FILE AN INCOME TAX
RETURN LAST YEAR?
HUSBAND OR WIFE ADDRESS AGE
PARENT ADDRESS AGE
GUARDIAN ADDRESS AGE

IMPORTANT: This form must be completed and returned within 20 days; otherwise, full charges will be assessed on the individual.
STATE LAW provides that those electing to disclose financial information along with copies of their most recent Income tax return will only be llable to

thelr extent of abllity to pay. However, the responsibility of submitting the nacessary flnancial information is the indlvidual's or relative's; and if such financial Infor-

mation is not disclosed, full cost for care and treatment will be assessed.
I certify that the above staternents are true and understand that any willful misstatement or misrepresentation will void any agreement and resuit in the full charge

being due and payable.

Date Signed

(Spousse, Indlvidual or Legal Representative)
Phone or Cell Number
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LRC Form #20-9-1
Revised 3/2011

Statement of Hospitalization Insurance Coverage

1. Patient: Date Admitted:

2. Home Address:

3. Do you have health insurance coverage?

4. Name of Insured: DOB: Relation to Patient;

5. Address: Phone:

6. Employer of Insured:

7. Address: Phone:
8. Name of Insurance Company: Phone:
9. Address:

10. Policy Number:

Insurance Authorization and Assignment

Authorization is hereby granted to release such information as may be necessary for the completion of insurance
forms for hospitalization and disability claims.

| hereby authorize payment directly to the Lincoln Regional Center of any and all hospital and medical care
insurance benefits to which | may be entitled, as a result of service from said hospital. The amount to be paid to
said hospital under this assignment shall not exceed the usual charges for such services incurred by me. (A
photocopy of this authorization shall be as valid as the original.)

Print Name Witness Signature
X
Date Patient Signature

Relationship to Patient

Patient’s HIPAA Privacy Rights. The patient acknowledges that any protected health information contained in
this form is entitied to HIPAA Act of 1996 protections. The patient, as a result, receives Privacy rights such as:
limited use and disclosure by State of Nebraska and Its business associates; minimum-necessary information
access in medical decision making; opportunity for patient to request information withholding and authorization for
further disclosure; right to review his/her own medical information (treatment, diagnosis and claims payment) and
to make corrections if necessary; and a process to make privacy violation complaints. For more details regarding
HIPPAA privacy rights, the patient may request a detailed copy of Nebraska's "Notice of Privacy”. The signature
here demonstrates the patient's awareness to such rights.

Lincoln Regional Center
PO Box 94949
Lincoln, NE 68509-49489
Insurance Department; 402-479-5420
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NEBRASKA TAX RETURN COPY REQUEST

FORM
23

TO: The Nebraska Department of Revenue

I hereby certify that I authorize the release of my tax return(s), the information contained therein, and the
mailing thereof, for the tax years indicated below, including future tax years, as requested by Nebraska Health
& Human Services to determine my ability to pay for services I receive (or will receive) from state institutions or
community-based providers, in accordance with Nebraska statutes and administrative codes, chapter 1.

O O O O H O O
CLIENT NAME SSN
CUENT SIGNATURE  \ DATE
SPOUSE NAME
(Joint Return Only) SSN
SPOUSE SIGNATURE ~ {
( or AUTHORIZED DATE
REPRESENTATIVE SIGNATURE )

Authorized representative check one of the following:

O * Court Appointed Conservator

O Other (Describe)

[} Power of Attorney

O * Court Appointed Guardian

Authorized Malling Address for Return:

Lincoln Regional Center
PO Box 94949
Lincoln, NE 68509
Fax# (402) 479-5584

* ATTACH PROOF QF GUARDIANSHIP OR CONSERVATORSHIP
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Department of Health & Human Services

D S State of Nebraska

==y

N E B R A S K A Pete Ricketts, Governor

Lincoln Regional Center
Financial Responsibility
PO Box 94949

Lincoln, NE 68509-4949
ATTN: Jan Ropers

Internal Revenue Service Center
PO Box 9941

Photocopy Unit

Stop 6734

Ogden, UT 84409

T would like to request letter 1722 for the tax year listed.

TAX YEAR e

CLIENT NAME

CURRENT ADDRESS e

SOCIAL SECURITY NO.

ADDRESS ON MY TAX RETURN

CLIENT SIGNATURE

DATE

Revised 03/2011

Helping People Live Better Lives
An Equal Opportunily Employer
printed with soy Ink
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Form 4506'T Request for Transcript of Tax Return

(Rev. January 2011)

Department of the Tredsury » Request may be rejected if the form {s Incomplate ar ilfegible.
Intemal Revenue Sonvice .
Tip. Use Form 4506-T to ardera transcript or other retum Information free of charge. See the product list below, You can quickly request transcripts by using
our automatad self-help service tools. Please visit us at IRS.gav and click on *Order a Transcdpt* or call 1-800-908-9946. If you need a copy of your relum, vse
Farm 4606, Request for Capy of Tax Retum, There is a fea to geta copy af your rotum, '

1a Name shown on tax retumn. f a joint retum, enter the name shown 1b First soclal security MMun tax retum, Individual taxpayer identiflcation
first, : number, or employer ldeatification tumber (see Insfructiong)

OMB No. 1545-1872

2a If ajoint retumn, enter spouse's name shown on tax retum, 2b Sccond sacial security number or individual taxpayer
identification number if Joint tax return

8 Current name, addsess (including apt., raom, or suite na.), city, state, and ZIP code (See instructions)

4 Previous address shown on the last retum flled if different from line 3 {See instnictions)

§ If the transeript or tax Information Is to be malled to a third (suchasa moﬂ&ng‘a company), enter the third party's name, address,
and telephone number. The IRS has no control over what the third parly does with the tax Information,

Cautlon. /f the transcript is being mailed to a third party, ensure that you have filled in line 6 and line 9 before slgning. Sign and date the form once you
have filiad In these lines, Completing these steps helps to protect your privacy.

6  Transcript requésted. Enter the tax forn aumber here (1049, 1068, 1120, ate)) and check the appropriate box batow. Entar only one tax form
number per request, b
a  Retumn Transcript, which Includes most of he Tine Ttems of a tax retum as filed with the IRS. A tax return transeript does not reflect
changes made to the account after the return fs processed. Transcripts are only avallablo for the following retums: Fonm 1040 series,
Form 1065, Form 1120, Form 1120A, Farm 1120H, Form 1120L, and Form 11208S. Return transcripts are availabls for the current year
-and relums processed during the prior 3 processing years. Most requests will be processed within 10 business days . . . . .. 0O

‘b Account Transeript, which contains information an Whe financial status of the account, such as payments made on the account, penalty
assessments, and adjustments mada by you or the IRS after the return was filed. Retumn information Is limited to items such as tax liahility
and eslimated tax payments. Account transcripts are available for most returns., Most requests will be pracessed wilhin 30 calendar days.

€ Record of Account, which is a combination aof line item Information and later adjustments to the accaunt. Avallable for current year

3 prior tax years. Most requests will be processed within 30 calendar CUB = v owowin & 6w R R e e e O
7 Verification of Nonfiling, which is proof from the IRS that you dld not file a retum for the year. Current year requests are only available
after Junae 15th. There are no availabllity restriclions on prior year requests. Most requests will be processed within 10 business days. . []

8  Form W-2, Form 1099 series, Form 1088 series, or Farm 5498 series transcript. The IAS con provide o transcript that Includes data from
these information retums. State or local informatian Is not included with the Farm W-2 information. The IRS may be able to provide this

For example, W-2 Information for 2007, filed In 2008, will not be avallable from the IRS urtll 2009, If you need W-2 inforrnation for retirement
Purpeses, you should contact the Soctal Security Adminlstration at 1-800-772-1213. Most requests will be processed withindSdays . . . [J
Gautlon. If you need a copy of Forr W-2 or Form 1099, you should first contact the payer. To geta copy of the Form W-2 or Form 1099 filed
with your retum; you must use Form 4506 and request a copy of your return, which includes all at ts. .

9  Year or perlod requested. Enter the ending date of the year or period, using the mm/dd/yyyy format. If you are requesting mare than four
Yyears or perlods, you must attach another Farm 4506-T. For requests refating to Quarterly tax retums, such as Form 941, you must enter
each quarter or tax perlod separately.

Signature of taxpayer(s). | declare that | am alther the taxpayer whose name is shown on fine 1a or 2a, or a person authorized ta obtain the tax
Information requested. If the request applies to a joint retum, either husband or wife must sign. If signed by a corporate officer, partner, guardian, tax
matters parlnér, executor, recelver, administrator, trustee, or party other than the taxpayer, | cedify that | have the authority to execute
Formn 4506-T on behaif of the taxpayer. Note. For {ranscripts being sent to a third party, this form must be received within 120 days of signature date,

Talephone number of taxpayer on
flno taor 2a
} Signatura (see instructons) Date
Sign )
Here Title (f tine 1a above is a corporation, padneratip, estrte, or sl
: [
’ ~ Spouse’s signature Date _
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 37667N Form 4506-T Rev. 1-2011)
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rom 39506 Request for Copy of Tax Return

(Rev. January 2011)

Department of tha Traasy > Request may be reected if the form is Incomplete or illegible.
Intemal Ravenua Service X :

OMB No. 1645-0429

provides most of the line entrles from the original tax retumn and usually contalns the information that a third party (such as a mortgage company}
requires. See Farm 4506-T, Request far Transcript of Tax Return, or you can quickly request transcripts by using our automated self-help service
toals. Please visit us at IRS.gov and click an “Qrder a Transcript” or call 1-800-908-9946.

1a Name shown ontax retum, If g joint retumn, enter the name shown first. 1b First social securily number on tax retum,
individual taxpayer ldentification number, or
employer ldentification number (see instructions)

2a Ifajaint retumn, enter spouse's name shown on tax retum. 2b Second saclal security number or individual
taxpayer {dentification number if joint tax retum

3 Curmrent name, address (including apt., raom, or suite no.), clty, state, and ZIP cade (See instructians)

4 Provious address shown on the last return fiied if different from line 3 (Sece Instructions)

§ Ifthe tax retum Is to be malied to a third p: such as a martgage company), enter the third 's name, address, and telephone
number. The IAS has no control over whal:ai% ird party does with the Iainr)gtum i ; :

Caution. If the tax retum Is baing malled to a third party, ensure that you have filled in fine 6 and line 7 before signing. Sign and date the form once you
have filled in these fines. Campleting meso sleps-helps to protect yaur privacy.

6 Tex retum requested. Form 1040, 1120, 941, etc. and all attachments as originally submitted to the IAS, noludin Form(s) W-2,
schedules, or amended rotums. Coples of Forms 1040, 10404, and 1040EZ are genarally available for 7 years from fling before they are
destroyed by law, Other returns may be avallable for a longer period of time, Enter only ane return number. it you need more than one
type of retum, you must camplete another Form 4506, b .

Note. If the coples must be cartified for court or administrative praceedings, chack here . . o wiv W a o il i i [

7  Year or periad requested. Enter the ending date of the year ar perlod, using the mmvdd/yyyy format, i Yau are raquesting more than
elght years or perlods, you must attach another Form 4506. '

8  Fee. There Is a $57 fee for each retum requested. Full payment must be included with your request or it will
be rejected. Make your check ar money order payabtle to “United States Treasury.” Enter your SSN or EIN
and “Form 4506 request” on your check or money order.

a Costforeachretum . . . . . . . . . . . .., . . . oo TR OE NS S, o $ $57.00
b Number of returns requested online 7 . . . . dFOF N R s wom o w e a eE a h S .
¢ Total cost. Multiply line 8a byline8b . . . 0 $

9  Ifwe cannot find the tax retum, we will refund the fee. If the refund should go to the third party listed on line 5; check hare 2 i e .
Signature of taxpayer(s). | declare that | am either the taxpayer whose name is shown on fine 1a or 2a, or a person aulhorized to ablaln the tax
retum requested. If the request applies to a joint return, either husband or wife must sign. If signed by a corporate officer, partner, guardlan, tax
matters partner, executor, receiver, administrator, trustee, or party other than the laxpayer, | certify that | have the autharity to execute
Form 4508 on behalf of the taxpayer. Note. For tax retums baing sent to a third party, this farm must be recelved within 120 days of slgnature date,

Telephone number of taxpayer on

line 1aor2a
’ Signature (ses natructions) Date
Sign ’
Here Yitle (fTlne 1o above s a corporation, partnership, estio, or sl
) Spouse’s signatyre . Date
For Privacy Act and Paperwark Reduction Act Notice, sce page 2. Cat. No. 41721€ Form 4506 Wev. 1-2019)
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Form 8821 Tax Information Authorization | ForsUsedny
(Rev. August 2008) » Do not sign this farm unless all applicable lines have been campleted. ::“”
m’m“‘.:";:,iﬂ"' Savico » Do not usa this form to request a capy or transcript of your tax return. Taiophana {1
Instead, use Form 4506 or Form 4506-T. Raclion 7——
D

1 Taxpayer information. Taxpayer(s) must sign and date this form on line 7.

Taxpayer names) and address {type or pring Secial security number(s) Employer idontification number
Dawmo: leph r\: L Plan ru.immr (i epplicable)
( )
2 Appointee. If you wish to name more than one appolntee, attach a list to this form.,
Name and address CAFNO. «..eiieicieeee
‘ Telephone No. ___...._...................

Fax No
Chack if new: Address []  Telephone No. [ FaxNo. []

3 Tax matters. The appointes is autharized to inspect and/or receive confidential tax information In any offlce of the IRS for
the tax matters listed on this line. Do not use Form 8821 to request coples of tax retums,

(e) @®) {c)
Type of Tax Tax Form Number Year(s) o:: Perfod(s) {d)
{income, et Exa v Ise, etc) (1040, 941, 720, etc) (see the Instructions far line 3) | SPecific Tax Matters (sea instr)

4 Speclfic use not recorded an Centralized Authorization File*(CAF). If the tax Information auttiorization is for a $pecific
-use not recorded on CAF, check this box. See the instructions on page 4. If you check this box, skip lines 5and 6 . []

§ Disclosure of tax Information (you must check a box on line 5a or 5b unless the box on line 4 is checked):
a If you want copies of tax information, notices, and other writtan communications sent to the appointee on an ongoing
basls.checktisbox.....,.,........,...,...........>

0

b If you do not want any coples of notices or communications sent to your agg- ointee, checkthisbox. ., *. . . » [
§ Retention/revocation of tax information authorizations, This tax informatlon authorization automatically revokes all
above unless you checked the box on fine 4. If you do

]

prior authorizations for the same tax matters you listed on line 3
not want to revoke a prior tax information authorization, youmust attach a copy of any authorizations you want to remain

in effect and check thisbex . . . . . . . . s ov e .
To revoke this tax information authortzation, see the Instructions on paga 4.

7 Signature of taxpayer(s). If a tax matter applies to a Joint return, efther husband or wife must sign, If signed by a
corporate officer, partner, guardlan, executor, receiver, adminlstrator, trustee, or parly other than the taxpayer, | certify
that | have the authority to execute this form with respect to the tax matters/periods on line 3 above. .

P~ IF NOT SIGNED AND DATED, THIS TAX INFORMATION AUTHORIZATION WILL BE RETURNED.
- DO NOT SIGN THIS FORM If IT IS BLANK OR INCOMPLETE.

Signature . Date Signature Date

Print Name Title (if applicable) Print Name Title (f applicable)

D D D D D PIN aumber for electronic signature D D D D D PIN number for electronlc signature

Cat. No, 11596P Form 8821 Rev. 8-2008)

Far Privacy Act and Paperwork Reduction Act Notice, see page 4.
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Departmentof Health & Human Services

DI II | g State of Nebraska
N E B R A § K A B

Pete Ricketts, Governor

| hereby authorize

(signature and date) (Name of Bank)
to release the following

information to the Lincoln Regional Center, Lincoln, NE and also by a faxed copy:

Amount in any checking account or joint account

Amount in any savings account or joint account

Amount in any time certificates or joint account

Amount in any trust account or joint account
Amount in any other assets in the bank or joint account

Amount on house loan

Amount on car loan

Amount on loan

Account Number(s)

Please return the completed form to the following address:

Lincoln Regional Center
Financial Responsibility
PO Box 94949

Lincoln, NE 68509-4949

Thank you.
(FOR BANK USE ONLY)

Verified By
Title
Date

Helping People Live Better Lives
An Equal Opportunity Employsr
printad wlth soy ink
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O

18618

Verification of Deposit
Medical or Public Assistance Agencies

For faster processing, please complete the form on your computer before printing.

This form is for medlcal or public assistance agencles requesting consumer deposit Information. Please complete the form Including the
customer authorlzation slgnature and fax to the number below. Your completed request wlil be faxed to the retumn fax number provided

on this form.

TYPE or complete in BLACK INK. Use only CAPITAL LETTERS

Fax Requests To 1-336-796-8722
Online Instructions, www.wellsfargo.com/biz/vod

Balance Conflrmatlon Services 1-640-563-7323
SECTION 1: REQUESTER iNFORMATION

[]z]s[c[ou[n] [r[e[c[z[ofn[a[c] [c|e|n]r[e|r] | |
[e] z[w[a[xc[z[a[e] [r[e[s]e]o[n]s[z]a]z[nfz]z|v] | |

Company Name | |
L]

Attentlon

[e[o] [elolx[ [olafofefol TTTTTTTITIIIITITTT]

Street Address

ELlelel [ [T T T I IIIII1] [l [l

City

ENEEEEEENEEEEEEEEEEEEEEEREEEEN

Requester Emalil (optional)

[«] o] 2] -[4] 7] o] - [5] ] 2] 1] [a]o]2|-[a]7[9]-]|5]5]8]4]

Requester Phone Number Return Fax Number

AEEEEEEEEEEEEEEEEEEEEREEEN

Customer One Full Namo (First Middle Last)

I
EEEEEEEEEEEEENEEEEEEEEEEEE

Customer Two Full Name (First Middle Last)

Account Number(s) (Reaulred)

Customer Qne ;elcTal—SEEJrI; I‘!fumllaar I lJ | _L I } — - —
HEN - HEEEE
[L1/LL17[2l00 1 | T 1111

Month D Year

CUSTONER AUTHORIZATION

{/We authorize and direct Wells Fargo Bank to release the following Information to the above mentloned requestor on my deposit
accounts listad above or If only a Soclal Security Number Is provided, all open depository accounts: Account Number, Account Type,
Open or Closed, Account Holder(s), Current/Closing Balancoe, OpeniClose Date, Current Interest Rate, Previous Six Average Statament
Balances and Previous Six Months Interest Paid. In addition, CDs and IRAs will Include: Term, Maturity Date, Interast Payment, Interest

Method and Penalty.

Signature of Account Holder Date Slgnature of Account Holder Date
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Name: Client No: Adm. Date:

United States Citizenship Attestation Form

For the purpose of complying with Neb. Rev. Stat. §§ 4-108 through 4-114, | attest as
follows:

| am a citizen of the United States.
—OR—
| am a qualified alien under the federal Immigration and Nationality Act, my

Immigration status and alien number are as follows: ,
and | agree to provide a copy of my USCIS documentation upon request.

| hereby attest that my response and the information provided on this form and
any related application for public benefits are true, complete, and accurate and | *
understand that this information may be used to verify my lawful presence in the
United States.

PRINT NAME

(first, middle, last)

SIGNATURE DATE
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Department of Health & Human Services

| ” | 54 State of Nebraska
N E B R A S K A ]

Pete Ricketts, Governor

1, , hereby authorize the Financial Responsibility
(Print Name)
Office at the Lincoln Regional Center to obtain

or all

information relating to my financial status from:

Name: Name:
Relationship to Patient: Relationship to Patient:
Spouse: Spouse:
Parents: Parents:
Guardian:. Guardian:
Representative Payee: Representative Payee;
Other: Other:
Address: Address:
Phone: Phone:

Date

(Patient Signature)
Date

(Staff Witness Signature)

The “Information Authorization Release” form authorizes the Regional Center to contact
the individual's family member(s), guardian or payee to retrieve any extra financial
information that the patient may not have or be able to give.

Revised date 03/2011

Helping People Live Better Lives
An Equal Opportunity Employer
printed with soy ink
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