NEBRASKA DEPARTMENT OF HEALTH AND HUMAN SERVICES
NOTICE OF PUBLIC HEARING

November 22, 2021
10:00 a.m. Central Time
Nebraska State Office Building — Lower Level A
301 Centennial Mall South, Lincoln, Nebraska
Phone call information: 888-820-1398; Participant code: 3213662#

The purpose of this hearing is to receive comments on proposed changes to Title 174,
Chapter 6 of the Nebraska Administrative Code (NAC) — Release of Medical History,
Original Birth Cetrtificate, and Relative’s Information Following the Adoption of a Nebraska
Born Person. The proposed changes update the regulations’ scope; specify the
Department’s authority to release information to adoptees; remove all definitions; update
the requirements for heirs to access information; set out the requirements for the
Department to collect fees for requests; remove hardship waiver requests; remove all
forms and duplicative statutory language from the regulations; remove unnecessary
language; and update formatting.

Authority for these regulations is found in Neb. Rev. Stat. § 81-3117(7).

In order to encourage participation in this public hearing, a phone conference line will be
set up for any member of the public to call in and provide oral comments. Interested
persons may provide verbal comments in person or by participating via phone conference
line by calling 888-820-1398; Participant code: 3213662#.

Interested persons may attend the hearing and provide verbal or written comments, or
mail, fax or email written comments, no later than the day of the hearing to: DHHS Legal
Services, PO Box 95026, Lincoln, NE 68509-5026, (402) 742-2382 or
dhhs.regulations@nebraska.gov, respectively.

A copy of the proposed changes is available online at http://www.sos.ne.gov, or by
contacting DHHS at the mailing address or email above, or by phone at (402) 471-8417.
The fiscal impact statement for these proposed changes may be obtained at the office of
the Secretary of State, Regulations Division, 1201 N Street, Suite 120, Lincoln, NE 68508,
or by calling (402) 471-2385.

Auxiliary aids or reasonable accommodations needed to participate in a hearing can be
requested by calling (402) 471-8417. Individuals who are deaf or hard of hearing may
call DHHS at (402) 471-9570 (voice and TDD) or the Nebraska Relay System at 711 or
(800) 833-7352 TDD at least 2 weeks prior to the hearing.



NEBRASKA

Good Life. Great Mission.

DEPT. OF HEALTH AND HUMAN SERVICES Pete Ricketts, Governor

TO: Executive Board
Room 2108 State Capitol
Legislative Council

FROM: Marge Respeliers, Paralegal |

Legal Services

Department of Health and Human Services (DHHS)
DATE: October 12, 2021

RE: Notice of Rulemaking under Neb. Rev. Stat. § 84-907.06

The Department of Health and Human Services (DHHS) will be holding a public hearing on the proposed
amendments to the following regulations:

TITLE: 174 Vital Records
CHAPTER: 6 Release of Medical History, Original Birth Certificate, and Relative’s
Information Following the Adoption of a Nebraska Born Person

These regulations are scheduled for public hearing on November 22, 2021.

The purpose of this hearing is to receive comments on proposed changes to Title 174, Chapter 6 of the
Nebraska Administrative Code (NAC) — Release of Medical History, Original Birth Certificate, and
Relative’s Information Following the Adoption of a Nebraska Born Person. The proposed changes update
the regulations’ scope; specify the Department’s authority to release information to adoptees; remove all
definitions; update the requirements for heirs to access information; set out the requirements for the
Department to collect fees for requests; remove hardship waiver requests; remove all forms and duplicative
statutory language from the regulations; remove unnecessary language; and update formatting.

The following items are enclosed for your referral to the chair of the relevant standing committee of the

Legislature:
1. A copy of the notice of public hearing;
2. A copy of the proposed regulations;
3. A copy of the Policy Pre-Review Checklist; and
4, The estimated fiscal impact of this rulemaking action on state agencies, political

subdivisions or persons being regulated.

Helping People Live Better Lives —




FISCAL IMPACT STATEMENT

Agency: Department of Health and Human Services

Title: 174

Prepared by:Sarah Bohnenkamp

Chapter: 6

Date prepared:07/20/2021

Subject: Release of medical history,
original birth certificate, and relative’s
information following the adoption of a
Nebraska born person

Telephone:402-471-0915

Type of Fiscal Impact:

State Agency Political Sub. Regulated Public
No Fiscal Impact ( ) ( ) ( )
Increased Costs (O) (4O) (0)
Decreased Costs (O) (O) (0)
Increased Revenue (0O) (Od) (4d)
Decreased Revenue (O) (O) (0)
Indeterminable (0O) (Od) ()

Provide an Estimated Cost & Description of Impact:

State Agency:
Political Subdivision:

Regulated Public:

If indeterminable, explain why:




DRAFT NEBRASKA DEPARTMENT OF

08-12-2021 HEALTH AND HUMAN SERVICES 174 NAC 6
TITLE 174 VITAL RECORDS
CHAPTER 6 RELEASE OF MEDICAL HISTORY, ORIGINAL BIRTH CERTIFICATE, AND

RELATIVE'S INFORMATION FOLLOWING THE ADOPTION OF A
NEBRASKA BORN PERSON-

6-001. SCOPE AND AUTHORITY:. These regulations apphyte: implement the laws governing
the release of information to a person who was adopted or for whom relinqguishment or consents
for adoption were given pursuant to Nebraska Revised Statutes (Neb. Rev. Stat.) 88 43-121 to
43-146.17, the Nebraska Indian Child Welfare Act, and Neb. Rev. Stat. § 43-107.




DRAFT NEBRASKA DEPARTMENT OF
08-12-2021 HEALTH AND HUMAN SERVICES 174 NAC 6

6-0032. REQUIREMENTS FOR ACCESS TO RECORDS ABOUT ADOPTED PERSONS
ADOPTED OR FOR WHOM A RELINQUISHMENT OR CONSENT FOR ADOPTION WAS
GIVEN PRIOR TO SEPTEMBER 1, 1988. To obtain access to names of relatives or his or her
original certificate of birth for a person that was adopted or for whom a relinquishment or consent
for adoption was given prior to September 1, 1988, the requester must meet the statutory
requirements and must submit to the Department:

d—(_)Ewdence of havmg been born in the State of Nebraska and
e(D)The required search fee as established in this chapter.




DRAFT NEBRASKA DEPARTMENT OF
08-12-2021 HEALTH AND HUMAN SERVICES 174 NAC 6

6-003. REQUIREMENTS FOR ACCESS TO RECORDS ABOUT PERSONS ADOPTED OR

FOR WHOM A RELINQUISHMENT OR CONSENT FOR ADOPTION WAS GIVEN ON OR




DRAFT NEBRASKA DEPARTMENT OF
08-12-2021 HEALTH AND HUMAN SERVICES 174 NAC 6

AFTER SEPTEMBER 1, 1988. To obtain access to the names of relatives or to his or her original
birth certificate for a person that was adopted or for whom a relinquishment or consent for
adoption _was given on _or_after September 1, 1988, the requester must meet the statutory
requirements and must submit to the Department:
a-(A)A verified complete request aceess on a form provided by the Department;; a—copy-of
i A - . . iy

which-are-complete-willbe-considered;
b-(B)Evidence of having attained the age of 21 years;
&(C)Evidence of having been born in the State of Nebraska; and
&-(D)The required search fee as established in this chapter.




DRAFT NEBRASKA DEPARTMENT OF
08-12-2021 HEALTH AND HUMAN SERVICES 174 NAC 6

004. REQUIREMENTS FOR ACCESS BY AN ADOPTED PERSON'S HEIR TO ORIGINAL
INFORMATION ABOUT THE ADOPTED PERSON. To obtain access to an adopted person’s
original adoptive information the requester must meet the statutory requirements and must submit
to the Department:

1. (A)A request on a form provided by the Department; A-completed-Request-for-Accessto

Attg I




DRAFT NEBRASKA DEPARTMENT OF
08-12-2021 HEALTH AND HUMAN SERVICES 174 NAC 6

2.(B)Evidence that sthe the requester is an heir of the adopted person;
3-(C)Evidence that-sfhe-is of having attained the age of 21 years ef-age-er-older;

4.(D)Evidence that the adopted person is deceased,;

5.(E)Evidence that the adopted person’s biological parent(s) isf or are deceased;
6-(F)Evidence that the spouse(s) of the biological parent(s) isf or are deceased; and
#(G)The required fee as established in this chapter 174-NAC-6-005.03.

005. REQUIREMENTS FOR ACCESS BY AN ADOPTED PERSON’'S HEIR TO ORIGINAL
INFORMATION ABOUT THE ADOPTED PERSON WHEN A 100 YEARS OR MORE HAS
PASSED SINCE THE BIRTH OF THE ADOPTED PERSON. To obtain access to an adopted




DRAFT NEBRASKA DEPARTMENT OF
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person’s original adoptive information the requester must meet the statutory requirements and
must submit to the Department:

(A) A request on a form provided by the Department;

(B) Evidence that the requester is an heir of the adopted person;

(C) Evidence of having attained the age of 21 years; and

(D) The required fee as established in this chapter.

6-005006. SCHEDULE OF FEES. The following fees apply to this chapter.

6-005.01(A)For each search of the files; the a fee as provided in Neb. Rev. Stat. § 71-612;

6-005.02(B)For each certified copy of a birth certificate; an additional fee of $1-; and

6-005.03(C)For each request by an heir of an adopted person for original birth information
on the adopted person;as—provided-in-174-NAC-6-004; a fee of $100. This fee includes
review of the request, correspondence with the heir, and up to four hours of research to
link documents. If more than four hours of research time is reqwred a fee of $25 for each
addltlonal hour or partlal hour WI|| be charged




ATTACHMENT A

REQUEST FOR ACCESS TO BIRTH INFORMATION

(For adopted persons when relinquished or consent for an adoption is given prior to September 01, 1988)

Section 43-130, Revised Statules, as amended: Except as otherwise provided in Nebraska Indian Child Welfare Act, an
adopted person twenty-five years of age or older born in this state who desires access to the name of refatives or access
to his or her original certificate of birth shall file a written request for such information with fre Department of Health and
Human Services Finance and Support. The department shall provide a form for making such a request.

Please fist atl known information so a complete file search can be made to furnish the requested information. Where
information ts not known, enier “UNKNOWN".

PLEASE PRINT QR TYPE ORIGINAL RECORD ADOPTIVE RECORD
{name before adoption} (name after adoption}

Full name of chifd
Full name of father
Full maiden name of mother

Date of birth
Place of birth
Sex

" Please indicate which records or information you are requesting:

®  Criginai record of birth, if consent form(s) on file.
Name(s) and address(es} of biological parent(s) as filed or consent form(s).
Name(s) and address{es) of biclogicat sibling(s) as filed on consent form(s).

PLEASE REMIT $8.00 WITH THE COMPLETED REQUEST FORM,

| understand that information can be released to me by the Vital Records Management only if eonsent forms
have been filed and not revoked, i nonconsent forms are not on file or they have been revoked, or by court
order. If filed forms permit, | wish to be furnished the name and address of the court which issued the adoption
decree and the name of the child placement agency, if any, involved in the adoption.

Signature

Typed or printed name _
Streat Address or Route Number

City State Zip Code
FOR OFFICE USE ONLY Vital Records Management
‘Date received Department of Health & Human

Services Finance and Support

Amount received ' 301 Centennial Mal! South

By whom received PO Box 95065

Originat certificate & ' Lincoln, NE 68508-5065
Adoptive ce ﬁiﬁcate # Questions, call: (402) 471-0818

WirvelSe ciAdmin/Formsiaccesss Rev. 05/01 (6/99)



ATTACHMENT A

REQUEST FOR ACCESS TO BIRTH INFORMATION

persons when relinquished or consent for an adoption is given prior to Septembe

Btatutes, as amended: Except as otherwise provided in Nebraska tndiag
ad ears of age or older born in this state whe desires access to the ng
to g of birth shall file a written request for such information with thg
Huma pport. The department shall provide a form for making sucl

Please S g a complete file search can be made to furnish t
information’ OWN™.

PLEAS ORIGINAL RECORD CORD
{name before adoption} gdoption}

Full name of &

Full name of fatf!
Full maiden name O

Date of birth
Place of birth
Sex

—-—
\ 4

' Please indicate which records or informatiol

®  Originai record of birth, if consent formiy
Name(s) and address(es} of biologicy
Name(s) and address{es) of biclogd

PLEASE REMIT $8.00 WITH THE COJ

agemeant only if consent forms
e been revoked, or by courd
which issued the adoption

| understand that information ¢
have been filed and not revg,
order. If filed forms permit,
decree and the name of t
Signature
Typed or pri
Streat Add

City

Vitd

Depa

Services

301 Cer-stennia

PO Box 95065

Voate # ' Lincoln, NE 68508-506

. ﬁiﬁcate # Questions, calk: (402) 471-0

drive/Sec/Admin/Farms/access? : - Rev. 05/01 (6/99)



ATTACHMENT B

CONSENT BY BIOLOGICAL PARENTS FOR RELEASE OF INFORMATION

Section 43-124, Revised Statutes, as amended: “The Department of Health and Human Services Firance and Support shall provide a
form which may be signed by a relative indicating the fact that such retative consents to his or her name being refeased to such
relative's adopled person as provided by sections 43-113, 43-119 1o 43-146, 71-626, 71-626.01, and 81-627.02. Such consent shall be
effective as of the time of filing the form with the Department of Health and Human Services System, Finance and Support.”

The information requested in this section s required by Section 43-125, Revised Statutes, as amended, and shall be released by the
Department to the adopted person as pemmitted by Section 43-131, Revised Statutes, as amended,

INFORMATION REGARDING PERSON COMPLETING FORM:

NAME

N different, name at ime this person was bom:

Redationship to adopted person:

INFORMATION REGARDING ADOPTED PERSON
AT THE TiME OF THIS BIRTH:

Date of Birth:

Place of Birth:

Sex:

t hereby authorize that my name, last known address and telephone number may be released to the adopted person. The
original birth certificate of the adopted person may be released to the adopted person if all necessary consent forms have
been filed. | understand my signature must be notarized as required by Section 43-127, Revised Statutes, as amended.

IMPORTANT NOTICE
You do not have to sign this form. If you do sign it, you are entitied to a copy of it Your signature on this form allows the

Departmient of Health and Human Services, Finance and Support, to give your name and other information to the adopted
person designated, upon his or her writfen request after reaching twenty-five years of age. You may file additional copies of

this consent if your name or address changes. You may revoke

this consent at any time by filing a revocaﬁon of consent with

the Department of Health and Human Services, Finance and Support.

Signature
-Typed or Printed Name
Street Address or Route Number
City State Zip Code ,
Telephone Number Date Signed
Subscribed and sworn to before me this day of 20
Notary Pyblic
Commission expires Residing at

ln_addition to the information requested on the attached consent form, any of the folfowing information that yoy can provide
will assist our office in_locating the record of the individial to whom you are giving consent for release of information.

Hame of adopted individual at birth

Blological father's name

Biclogical father's date of hirth

Biotogical mother's full maiden name and legal name:

Biclogical mother's date of hﬁth

FOR OFFICE USE ONLY
i you have questions, please cab:

(402} 471-0918.
Date Received

By whom Received

Rev. 8/ 02; (9/00}
Bio Consent Form

(if different from maiden name)

Vital Records Management

Department of Heatth and Human Services
Finance and Support

301 Gentennial Malt South

P. . Box 95065

Lincoin, NE 68509-5085\



ATTACHMENT B
ONSENT BY BIOLOGICAL PARENTS FOR RELEASE OF INFORMATJCOA

Btatutes, as amended: “The Department of Health and Human Services Finance ang
I8 Ry a refative indicating the fact that such refative consents to his or her name belg
rels provided by sections 43-113, 43-119 1o 43-146, 71-626, 71-626.01, and 81-6;
effech & form with the Department of Health and Human Services System, Fi

be

The infol gction is required by Section 43-125, Revised Staiutes, as amend i by the
Departmel permitted by Section 43-131, Revised Statutes, as amended

[ MATIO PLI . INFORMATION REGARD
NFOR ETING FORM AT THE TiME OF THIS B

NAME Date of Birth:

I different, name at i
i e o Place of Birth:

Sex:

Relationship to adopted perso

d telephone

| hereby authorize that my nam 1 to the adopted person. The
original birth certificate of the ad® pased to Y necessary consent forms have
been filed. | understand my signafl req tevised Statutes, as amended.

Your signature on this form allows the
ame and other infonnation to the adopted

yoars of age. You may file additional coples of

at any time by filing a revocation of consent with

You do not have 1o sign this form. If you
Department of Health and Human Services,
person designated, upon his or her written ré
this consent if your name or address changes)

the Depariment of Health and Human Services,

Signature
-Typed or Printed Name

Street Address or Route Number

City

Telephone Number

Subscribed and sworn to before mg

Commission expires

In addition to the info apy that you can provide
wil] assist our office the individiual to whom you are §) of inforgpation.

Name of adopted ig

Biological fathg Biclogical fa

Biotogical p

d legal name:

{if different fro
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' Vital Records Manager
Department of Health and

Finance and Support

301 Gentennial Malt South
P. O. Box 95065
Lincoin, NE 68509-5085\

ase call:

Rev. 8/ 02; (9/00}
Bio Consent Form



‘ : ATTACHMENT C
CONSENT BY BIOLOGICAL SIBLINGS FGR RELEASE OF INFORMATION

Section 43-124, Revised Statutes, as amended: “The Department of Health and Human Services System, Finance and Support shall
provide a form which may be signed by a relative indicating the fact that such relative consents to his or her name being refeased to
such relative's adopted person as provided by sections 43-113, 43-119 to 43-146, 71-626, 71-626.01, and 61-627.02. Such consent
shall be effective as of the time of filing the form with the Depariment of Health and Human Services System, Firance and Support.”

The information requested in this section is required by Section 43-125, Revised Statutes, as amended, and shail be released by the
Department to the adopled person as permitted by Section 43-131, Revised Statutes, as amended.

INFORMATION REGARDANG PERSON COMPLETING FORM; e ?&g?ﬁg'é??rﬁfg‘ggsﬁfmpﬁb PERASON
NAME Date of Bisth:
¥ differant, name at time this person was bom: Place of Birth:

Sex:

Relationship to adepled persan:

I hereby authorize that my name, last known address and telephone number may be released to the adopted person. |
understand my signature must be notarized as required by Section 43-127, Revised Statutes, as amended.

IMPORTANT NOTICE

You do not have to sign this form. If you do sign &, you are ontitled to a copy of it Your signature on this fonm allows the
Department of Health and Human Services, Finance and Support, to give your name and other information to the'adopted
person desighated, upon his or her written request after reaching twenty-five years of age. You may file additional copies of
this congent if your name or address changes. You may revoke this consent at any time by filing a revocation of consent with
the Department of Health and Human Services, Finance and Support

Signature

Typed of Printed Name

Street Address or Route Number

City State Zip Cade

Telephone Number ) Date Signed

Subscribed and sworn to before me this day of 20
Notary Public

Commission expires Residing at

I addition te the information reguested on the attached consent form, any of the following information thal you can provide will assist our office in
locating the record of the individuat to whom you are giving consent for release of information.

Name of adopted individual at birth

Biolegical father's name : Blological fathar’s date of birth

Biological mother's fult maiden name and legal name (if different from maiden name)

Biol | mother's date of birth

9

FOR OFFICE USE ONLY - Vital Recards Management

i you have guestions, pl alk: .
y guestions, please ¢ Department of Health and Human Services
(402} 471-0918.

Date Received Finance and Support

301 Centennial Mall South
P. O. Box 95065
Lincoln, NE 68509-5065

By Whom Received

Rav. 8/02; (3/01}
Big Consant Form



‘ : ATTACHMENT C
ENT BY BIOLOGICAL SIBLINGS FOR RELEASE OF INFORMATIO

gtutes, as amended: “The Department of Health and Human $ervices System, Finance,
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. - INFORMATION REGARDING A
INFORMATIO
AT THE TIME OF THIS BIRTH,

NAME

Date of Bisth:

i different, name at ti

Place of Birth:

Sex:

Relationship te adepled persa
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I hereby authorize that my name,
amended.

understand my signature must be

bur signature on this form allows the
and other information to the adopted

of age. You may file additional copies of
any time by fiting a revocation of consent with

You do not have lo sign this form. i you dd
Department of Health and Human Services,
person designated, upon his or her written reql
this congent if your name or address changes.
the Department of Health and Human Services, Fi

Signature
Typed of Printed Name
Street Address or Route Number
City
Telephone Number
Subscrved and sworn to before me this

Commission expires

gssist our office in

ent form, any of the following info

I addition te the information g
consent for refease of information.

locating the record of the ing

Name of adopted indh

Biolegical father's, Blological fath¥
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Biological moty

Biol | mother's dd

9

Vital Records Manage
Department of Health 2nd

Finance and Support
301 Centennial Mall South
P. O. Box 95065
Lincoln, NE 68509-5065




ATTACHMENT D

NONCONSENT BY BIOLOGICAL PARENT FOR RELEASE OF INFORMATION FOR
ADOPTED PERSONS FOR WHOM RELINQUISHMENT OR CONSENT FOR
ADOPTION WAS GIVEN ON OR AFTER SEPTEMBER 1, 1988
(Nebraska Depaytment of Health and Human Services Finance and iy

Section 43-146.06, Nebraska Rewsed Statutey Supp]emen( 1988. “A blologrcal parent may at any time
file a notice of nonconsent with th stating that at no time prior to his or her death may any
information on the adopted pcrsons original birth certificate or any other identifying information,
except medical histories as provided in Section 43-107, be released to such adopted person. Failure by a
biological parent to sign the notice of nonconsent shall be deemed a notice of consent by such parent to
release the adopted person’s original birth certificate to such adopted person.”

INFORMATION REGARDING PERSON COMPLETING FORM INFORMATION REGARDING ADOPTED PERSON
Natne at time of this birth Name at birth __
) : ' ' Sex __ - Date of birth
Present name : Place of birth " Nebraska
. : {Tiy or County)
Relationship to adopted person Father _
. {Biological]
Mother
(Biological)

i
No information contzined in the ongmal birth certifi cate or any other 1dent:fymg m.formatlon, exccpl
medlcal histories as provided in section 43-107, shall be released prior to the death of the parent sign-

ing the form.

{_ cgl; undersigned do understand the effects and consequcnccs of filing, or not filing, this nonconsent
Signature

’ Typed or Printed Name
Street Address or Route Number )
City : State Zip Code
Tclcphohe Number )
Date Signed
Subscribed and sworn to before me this day of 19
Notary Public_ ' _
Commission expires . : Residing at
" IMPORTANT NOTICE
Department

You do not have to sign this form. \If you do sign i, you aré entitled to a copy of it. Your sxgnature on
.. thi§ form means that the will hot disclose any information contained in the
ongma] birth certificate of the adopted person or any other identifying information to any person

. Ptior to your death withott 2 court order. If you later decide that you do not object to the release of
snch m.fonnanon , you may f file a form statmg that purpose. ,

FOR"!'J'%H%H‘S‘H&B USE ONLY- (Off:u:e), -

Vital Records Management

umaﬂ Servmes Flnance and
r*_m N!“

Suppert



ATTACHMENT D

NT BY BIOLOGICAL PARENT FOR RELEASE CF INFORMATIQ
PERSONS FOR WHOM RELINQUISHMENT OR CONSENJ
bTION WAS GIVEN ON OR AFTER SEPTEMBER 1, 198§
(Nebraska Depaytment of Health and Human Servic

braska Revised Statutc;/ Supp]ement 1988. “A b:ologrcal pareg
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) ed pcrsons original birth certificate or any other idg
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INFORMATION WMPLETING FORM INFORMATIC, D PERSON

Natne at timne ¥

Name at}
. Sex _ A
Present name : Pla " Nebraska

Relationship to adoptd 3
. al)

i elogical)

1dent:fymg m.formatlon, exccpl
or to the death of the parent sign-

R E R AR N RASIRAMPRAT AR AT AT 4P RN

Ne information contzined in the
medlcal histories as provided in sé&
ing the form.

I the undersigned do understand the ¢
form. '

P1 fiting, or not fling, this nonconsent

Signature
’ Typed or Printed Na
Street Address or R
City A Zip Code
Tclcphohe N ‘
Date Signeg -

Subscribg me this
Nots ’
Cog

" IMPORTANT NOTICE

partment .
. you do sign it, you aré entitled to nFe On
eartof tisties will not disclose any y the
' p son Or any other identifyitg i
urt order. If you later decide that you dono
ay file a form statmg that purpose.

ONLY- (Offlce), -

Vital Records




: ATTACHMENT E
NONCONSENT BY ADOPTIVE PARENTS FOR RELEASE OF INFORMATION

Section 43-143, Revised Stalutes, as amended: "An adoptive parent or parents may at any time, if they desire, file a
notice of nonconsent with the bureau stating that at no time prior to his or her death or the death of both parents if each
signed the form may any information on the adopted person's original birth certificate be released to such adopted person.
The provisions cof this section shall not apply to persons subject to the Nebraska Indian Child Welfare Act.”

INFORMATION REGARDING PERSON COMPLETING FORM: INFORMATION REGARDING ADOFPTED PERSON
Name Adoptive Name
If different, name at time this person was adopted: Date of Birth
Place of Birth
Relationship to adopted person Sex

No information concerning the information contained on the criginal hirth certificate of the adopted
person shall be released prior to the death of the adoptive parent or parents signing this form.

IMPORTANT NQOTICE .
You do not have to sign this form. ¥ you do sign it, you are entitled to a copy of . Your signature on this
form means that the Vital Statistics Section will not disclose any information contained on the birth
certificate of the adopted person to any person prior to your death and the death of your spouse, if he or she
signed the form, without a court order. If you later decide that you do not object to the releage of such
information, you may file a form stating that purpose.

Signature

Typed or Printed Name
Street Address of Route Number

City State Zip Code
Telephone Number Date Signed
Subscribed and swom to before me this day of

Notary FPublic
Commission expires Residing at

If you have questions, please call: 402-471-0918

FOR VITAL STATISTICS USE ONLY Vital Statistics Secton

Date Received: Nebraska Health and HumanrdServices
_ 301 Centennial Mall South, 3" Floor

By Whom Received: P. O. Box 95065

Lincoln, NE 68509-5065

Rev. 14/2002




. ATTACHMENT E
ENT BY ADOPTIVE PARENTS FOR RELEASE OF INFQR 8

il Statutes, as amended: "An adoptive parent or parents may at any §i
nok he bureau stating that at no time prior to his or her death or the dg
st ation ¢n the adopted person's original birth certificate be releg
The p all not apply to persons subject to the Nebraska Indian Chj

INFORMATES PMPLETING FORM: INFORMATIO

Name Adoptive Name
If different, name opted: Date of Birth
Place of Birt
Sex

Relationship to adop

lificate of the adopted
£ signing this form.

No information concer
person shall be released

ontained on
the adop

V

You do not have to sign this fo
form means that the Vital Statist
certificate of the adopted person
signed the form, without a court ord®
information, you may file a form stating

copy of it. Your signature on this
nation contained on the birth

d the death of your spouse, if he or she
do not object to the release of such

Signature

“Typed or Printed Name

Street Address of Route Number
City

Telephone Number

Subscribed and swom ig

Notary Publi®

Commis Residing at

If you have questions, please call:

Vital Statistics Section
Nebraska Health and Human
301 Centennial Mall South, 3™ |
P. Q. Box 85065

Lincoln, NE 68509-5065

Rev. 14/2002




ATTACHMENT E

REVOCATION OF CONSENT BY BIOLOGICAL PARENTS OR BIOLOGICAL
SIBLINGS FOR RELEASE OF INFORMATION

Section 43-126, Revised Statutes, as amended: "At any time after signing the comsent form, @
relative may revoke such comnsent form. A form for revocation of consent shall be provided by
the—bﬂfeeu% The revocation shall be effective as of the time of filing the form with the
buzsau. " Nebraska Department of Health and Human Services Finance and Support; De?artment

INFOBMATION HEGARDING PERSON COMPLETING FORM l I INFORMATION REGARDING ADOPTED PERSON
1

Name Name at birth_

If different, Place of Birth

I
|
[
[
name at time this |
|
|

person vas born Date of Birth

Sex

e ——— ——— —— oy ————)

Relaticnship to adopted person

I hereby revoke my consent to have any information pertaining to myself released to the
adopted perxson. :

Signature

Typed or Printed Neme

Street Address or
Route Number

city State - zip Code

Telephone Number

Date Signed

Subscribed and sworm to before me this day of _

Notary Public

Cemmission expires - Residing at

JHPORTANT NOTICE

Department
You do not have to sign this form. If you de signf/it, you are entitled to a copy of it.
Your signature on this form means that the i gt will not disclose your
name or address to any person without a court order. If you sign this form and later decide
you do want your name and address given to a relative properly requesting this informatiom,
you may file another consent for that purpose.

(Of fice)

I FOR mai—-sz:-ﬂgsg&s GSE ONLY
L .

t

| Date received

!

I By vhom received

Vital Records Management

Bureau——of Vital Statistics

P.0. Box 95065
Lincoln, Nebraska 68509-5065

Department aof Eealth and Human Services
43-126, Rev—3599- (Rev, 2002) Finance and Support



ATTACHMENT E

REVOCATION OF CONSENT BY BIOLOGICAL PARENTS OR BIOLOGICAL
SIBLINGS FOR RELEASE OF INFORMATION

ed Statutes, as amended: "At any time sfter signing the
h consent form. A form for revocation of consent shg
ion shall be effective as of the time of filinmg t

ment of Health and Euman Services Finance and

H COMPLETING FORM l I INFORMATICN REGARJ
1

Name at birth

Place of Bi
name at time tf

person vas born Date of

Sex

[..

I

I

| If different,
[

|

| -

l Relaticnship to ado

I hereby revoke my consent ation g released to the
adopted perxson.

Signature

Typed or Printé

Street Address o
Route Number

City Zip Code

Telephone Number

Date Signed

Subscribed and swvorm to before

A

Cemmission expires - Re3

YHPORTANT NOTICE
Departmen
f you do signf/it, you
at the Bureauls iral &
our a court order. If you
¥s given to a relative properly
Cr that purpose.

ppy of it.
isclose your
gter decide
maticn,

You do not have
Your signature
name or addreg
you do want
you may fi

Record

I ol o 2 | tma
| P.0. Box 95065
I Lincoln, Nebraska

399- (Rev. 2002}

|_ Fg GSE ORLY Vital
- Bure

Department aof Health a
Finance and Sup




ATTACHMENT G

REQUEST FOR ACCESS TO BIRTH INFORMATION

{For adaopted persans when relinquished of consent for an adoption is given on or afier September 01, 1983)

Section 43-146.04, Revised Statutes, as amended: an adopled person twenty-one years of age or older born in this state
who desires access to the names of relatives or access to his or her original cerlificate of birth shall file a written request
for such information with the Department of Health and Human Services Finance and Support. The deparimant shall
provide a form for making such a request. '

Please list gll known information so a complete file search can be made to furnish the requested information. Where
information is not knawn, enter “UNKNOWN",

PLEASE PRINT OR TYPE ORIGINAL FiECORD ADOPTIVE RECORD
{name before adoption} (name after adoption)

Full name of child
Full name of father

Full maiden name of mother

Date of birth
Place f birth
Sex

@ o

Please indicate which records or information you are requesting:

» Original record of birth, if there is no roaconsent form(s) on file.
Name(s} and address(es) of biokogical sihling{s) as filed on consent form{s).
A copy of the medicat history and any medical records on file.

FLEASE REMIT $8.00 WiTH THE COMPLETED REQUEST FORM,

I understand that the name and address of the court which issued the adaption decree the name of the child
pfacement agency, if any, involved in the adopfion, the criginal birth certificate and medical history, if any,

can be released to me by the Vital Records Management only if no nenconsent forms have been filed, or by
court order. if a nonconsent form is on file, only the medical history, i any, may be released.

Signature '

Typed of printed name
Street Address or Route Number

City State Zip Code
FOR OFFICE {JSE ONLY ' Vital Records Management
Date received . Department of Health & Human

Services Finance and Support

Amount recelved i 301 Centenniai Mall South

" By'whom received PO Box 95065
Original certificate # ) Lincoln, NE 68509-5065 Questions,
Adoptive certificate # call: {402) 471-0918

IdriverSec/Admin/F orms/accessd l Rev. 08/102 (6/99)




ATTACHMENT G

REQUEST FOR ACCESS TO BIRTH INFORMATION

persans when relinquished of consent for an adoption is given on or afier Septemy

ised Statutes, as amended: an adopled person twenty-one years of age o
g names of relatives or access to his or her original cerificate of birth 3
e Department of Health and Human Services Finance and Sup
pre h a request.

Pleass L 50 a complete file search can be made to furish
informat KNOWWHN", :

PLEA ORIGINAL RECORD
{name before adoption) doption}

Full name

Full name ofY

Full maiden nard

4

Date of birth '

L Place of birth '
v

6. Sex

Please indicate which records or informa

» Original record of birth, if there is n¥
Name(s} and address(es) of biological f form{s).

A copy of the medicat history and 3
FLEASE REMIT $8.00 WITH THE CO}

ion decree, the name of the child

and medical history, if any,

forms have been filed, or by
eleased. :

I understand that the name ang
placement agency, if any, invg
can be released to me by i
court order. if a nonconseg

Signature '
Typed of prin
Street Addy
City

Defs

Servil

301 Cente

PO Box 95065

e# - . Lincoln, NE 63509
cate # call: {402) 471-0918

in/Foms/access3



Departnantof Heoth &Human Senées —— \ffla| Statistics
NONCONSENT BY BIOLOGICAL PARENT FOR REL_EASE OF INFORMATION FOR ADOPTED PERSONS FOR WHOM

RELINQUISHMENT OR CONSENT FOR ADOPTION WAS GIVEN ON ORAFTER SEPTEMBER 1,1988

NEBRAS KA

Section 43-146.06, Nebraska Revised Statutes, Supplement 1988. “A biclogical parent may at any time file a notice of
nonconsent with the bureau stating that at no time prior to his or her death may any information on the adopted person’s
original birth certificate or any other identifying information, except medical histories as provided in Section 43-1 07, be released
to such adopted person. Failure by a biological parent to sign the notice of nonconsent shall be deemed a notice of consent by
such parent to retease the adopted person’s original birth certificate to such adopted person.”

iINFORMATION REGARDING PERSON COMPLETING FORM INFORMATION REGARDING ADOPTED PERSON

Name at thme of this birth Name at birth

Present name Sex Date of Birth

Relationship to adopted person Place of Birth . Nebraska
(City or county}

Biological Father,

Biological Mother

e e R L M MR M MR MR MR LG G b e W mm mm Em T Em e ke e e m Mm R ER EE et e M e AR M e e e RN e RR e e e rm Em MR MR A M e e rm M AL e em e e A

No information contained in the original birth certificate or any other identifying information, except medical histories as provided
in section 43-107, shall be released prior to the death of the parent signing the form.

| the undersigned do understand the effects and consequences of filing, or not fling, this nonconsent form.

Signature

Typed or Printed Name

Street Address or Route Number

City ___ State Zip

Telephone Number

Date Signed

Subscribed and sworn to before me this day of 20
Notary Public

Commission Expires Residing at

IMPORTANT NOTICE
You do not have to sign this form. If you do sign it, you are entitled to a copy of it. Your signature on this form means that the
Bureau of Vital Statistics will not disclose any information contained in the original birth certificate of the adopted person or any
other identifying information to any person prior to your death without a court order. If you later decide that you do not object
other release of such information, you may file a form stating that purpose.

T m mm mm o e wm mm owm e em me m o Em e Em Em Em En e Mm kb B e N T M R R R M RN AR MM M e b e B ER M R Mt e e e MR MR MR AN ke e e e R R e ke e e e e R A e

FOR VITAL STATISTICS USE ONLY Vital Statistics Section
Date raceived Nebraska Department of Health and Human Services
ate recelve . PO Box 95065
By whom received Lincoln, NE 68509-5065
HHS-25 (66085) Page 12 o i

New form created 7-11



Departnantof Heoth &Human Senées —— \ffla| Statistics
NONCONSENT BY BIOLOGICAL PARENT FOR REL_EASE OF INFORMATION FOR ADOPTED PERSONS FOR WHOM

RELINQUISHMENT OR CONSENT FOR ADOPTION WAS GIVEN ON ORAFTER SEPTEMBER 1,133

Section evised Statutes, Supplement 1988. “A biological parent may at any,

g that at no time prior to his or her death may any information ¢ (]

nonconse
original birt identifying information, except medical histories as provide e released
to such adoptt biological parent to sign the notice of nonconsent shal consent by
such parent to on's original birth certificate to such adopted persg

iINFORMATION R PLETING FORM INFORMATIO D PERSON

Name at time of this b Name at birth

Present name Sex

Relationship to adopted perso Place of § Nebraska

Bio)

- em mm mm Er Em Em Em we wm Eu oEm Mm Em Em Em EE Em MM At b wm wm Em mm o EA s b e e Em A MR A e e W R PR R AL e rm o Em am A

No information contained in the original birth ce formation, except medical historles as provided
in section 43-107, shall be released prior to the dé Y form.
{ the undersigned do understand the effects and coy fling, this nonconsent form.

Signature

Typed or Printed Name
Street Address or Route Number
City

Telephone Number

Zip

Date Signed

Subscribed and swor day of 20

Notary Public

Commission Residing at

IMPORTANT NOTICE
you do sign it, you are entitled to a copy of it. Your signat
Bureau ¢ disclose any information contained in the original birth certificat
other id any person prior to your death without a court order. If you later ded
other, ion, you may file a form stating that purpose.

at the
Q1 any

You do not

O EE ER B MR AN A G G B e e e G WM R EE EN AN ML M s b e Em Em e e My e w W EE B R RN im e e wm mm

CS USE ONLY Vital Statistics Section
Nebraska Department of Health and Hu

Date received : PO Box 95065
By whom received Lincoln, NE 68509-5065
HHS-25 (66085) Page 12 o i

New form created 7-11




ATTACHMENT |

REQUEST FOR ACCESS TO ADOPTIVE BIRTH
INFORMATION BY HEIR

For the heir upon the death of an adopted person meeting the following conditions: bath biological
parents of the adopted person are decease or if only one of the biological parents is known, such -~
parentis deceased, and each spouse of the biclogical parent or parents of the adapted person, if
any is deceased if such a spouse is not a biclogical parent or at least one hundred years has
passed since the birth of the adopted person.

Please list all known information so a complete file search can be made to furnish the requested
information. Where information is not known, enter "UNKNQWN".

PLEASE PRINT OR TYPE ORIGINAL RECORD ADOPTIVE RECORD

1. Fult name of child

Fuil name of father

Maiden name of mother

4. Date of birth
5. Place of birth

8. Sex

Indicated below _is information which may be released if on file with this office

Adoptive and Criginal record of birth on file
The name and address of court that issued the adoption decree

A copy of the medical history and any medical records on file
Name of the ¢hild placement agency if any

" PLEASE REMIT $ WITH THE COMPLETED REQUEST FORM.

Signature

Typed or printed name
Strest Address or Route Number

- City State Zip Code
FOR QFFICE USE ONLY Vital Records Management
Cate received - Departiment of Health & Human
Servites Finance and Suppont
Amount received —_ 301 Centensnial Méll South
By whom received PO Box 95065
Access by Heir 08/2002 Lincoln, NE 685(9-5065
Questions call: (402) 471-0918

msofheiraccess




ATTACHMENT |

QUEST FOR ACCESS TO ADOPTIVE BIRTH
INFORMATION BY HEIR

Le death of an adopted person meeting the following conditions:
ed person are decease or if only one of the biological parent;
d each spouse of the biglogical parent or parents of the
b 2 spouse is not a biological parent or at least one
passed since the birth of the adopted person.

Plea: pr 50 a complete file search can be mad
informa s not known, enter “UNKNOWN".

PLEASE PR RIGINAL RECORD

1. Fult na
Fuil name &

Maiden name

4
-w
-
v

4. Date of birth
5. Place of birth
8. Sex

Indicated below _is information whi ith this office

. Adoptive and Criginal record of b
The name and address of co

A copy of the medical histg
Name of the ¢hild placg

" PLEASE REMIT $ EST FORM.

Signature
Typed or prig
Strest Adg
- City

anagement

& Humarn

d Support

ed__ P

eir 08/2002 Lincol

Questior

glraccess



Dapuariment of Yeakh & Hurmon Servioes Vital Statistics

NEBRASKA ADOPTION MEDICAL HISTORY (BIRTH MOTHER)

WE WISH TO OBTAIN AS COMPLETE A MEDICAL HISTORY FOR THE CHILD AS POSSIBLE.
PLEASE COMPLETE ALL OF THE SECTIONS. IF THE BIRTH PARENTS, GRANDPARENTS,
SIBLINGS, AUNTS OR UNCLES HAVE HAD OR NOW HAVE ANY OF THE MEDICAL CONDITIONS
LISTED IN SECTION 4, PLACE A CHECK IN THE APPROPRIATE SPACE.

WHEN LISTING INFORMATION PERTINENT TO OTHER FAMILY MEMBERS, DO NOT ENTER
PROPER NAMES. LIST ONLY THE RELATIONSHIP SUCH AS SISTER, UNCLE, AUNT, ETC,

IF ADDITIONAL SPACE IS NEEDED, REFER TO COMMENT SECTION ON PAGES 4 AND 4-AOR
ATTACH AN ADDITIONAL SHEET. e

...———-———-.n_.-——_..__---....-...--_-q-._-_——_--_—__———-.-.....—...-__-_.-.._-..-—-—.———————-——-_—-..-—

Section 1. Birth name of child : Date of birth
Place of birth City and State
Mother _ . . Father

Section 2. This form is comipleted by : , whose relationship to
is

Date__

__..-._~-——-——--_-_._——_——-....—__——-_-..-..._-——..-—....-_..—_--—...__—-_—....___—_—-—-._-—_——-_

Section 3. General State of Health of Child (Please explain, in brief, the present health of this child).

HHS-25 {66085) Page 1
New form created 7-11




BIRTH MOTHER

TTUOTM M TR MR mR e ke e ER Em AL A o e M e e M W MU M e e wm e e e e wm MR AR M o e R e e e em e EE e e e A e e

Section 4, Medical History SELF FAMILY . COMMENTS
Health Condition Yes | No | Yes | No |!fyes. specify which family member and indicate the date
of onset, treatment, medication, ete.
DISEASES OF THE CIRCULATORY
SYSTEM

Rheumatic fever
Heart trouble
High or low blood pressure
Stroke
Heart attack (coronary)
Other (specify)

DISEASES OF THE RESPIRATORY

SYSTEM
Sinusitis
Hay feverlothér respirétory allergies
Asthma
Tuberculosis, emphysema
Chronic respiratory disease
Cystic fibrosis
Other (specify)

DISEASES OF THE DIGESTIVE

SYSTEM
Stomach, liver or intestines
Gall bladder or gallstones
Other (specify)

DENTAL PROBLEMS
COrthondontia .

DISEASES OF THE URINARY SYSTEM
Kidney or bladder disorder
Other (specify)

DISEASES OF THE SKIN
Eczema '

_ Dermatitis _
* Other (specify)

MUSCLE DISORDERS
Muscular Dystrophy
Muscle weakness
Other (specify)

DISORDER OF THE BONES/
CONNECTIVE TISSUES

Swollen or painful joints
Arthritis, rheumatism or bursitis
Bone, joint or other deformity
Scoliosls '
Open spine
Lupus
Other {specify)
DISEASES OF THE NERVOUS
SYSTEM

HHS-25 (66085) Page 2




" BIRTH MOTHER

Mo e e e e R M AR e D R e e D R e v 0 e e e

Section 4. Medical History

— - wa

Heaalth Condition )

No Yes No

MM e R A ED e e e M e v oaw w0 R e A e e A ek

COMMENTS

Ifyes, specify which family member and indicate the date

of onset, treatment, medication, etc.

Multiple sclerosis

Tremors

Seizures, convulsions, epilepsy

Other paralysis or crippling disorder

DISORDER OF THE SENSE ORGANS

Color blindness

Hearing loss

‘Night blindness

Other (specify)

DISEASES OF THE BLOOD

Thalassemia

Sickle cell anemia

Anemia

Hemophilia

Bleeding disorder

Other (specify)

CANCERS

Specify type and location, if known

ENDOCRINE AND METABOLIC
DISORDERS

“ Niabetes

hyroid

Phenylketonuria (PKU)

Other hormone disorders

- Other (specify)

BIRTH DEFECTS

Club foot

Heart defect

Clett lip or cleft palate

~ Gerebral palsy

~ Down syndrome

Other deformities at birth

Other (specify)

INFECTIOUS DISEASES

Sexually transmitted diseases (e.g.
syphilis,

Gonorrhea, herpes, AIDS (HIV Carrier)

Hepatitis

MENTAL DISORDERS

Retardation

Schizophrenia

. "*anic depressive

.. avere depression

Suicide

Other (specify)

HHS-25 {66085) Page 3




BIRTH MOTHER

Section 4. Medical History SELF FAMILY _ COMMENTS
Health Condition Yes No Yes No | !fyes, specify which fam!Ey member and indicate the date
_ of onset, treatment, medication, etc.
COMPLICATIONS OF PREGNANCY/
CHILDBIRTH
Premature births, miscarriage
Stillbirths
Multiple births
Infant deaths and SIDS (crib deaths)
OTHER MISCELLANEOUS
DISORDERS
Speech

Eating(anorexia, bulimia, etc.)
Learning disability

Alcoholism

Chronic drunkenness

Drug dependency

Cerebral paisy

Exposure to poisons or other
chemicals

Food sensifivities

o w e MM LA MA R EE EE EE W W M W s e S M R e et A AW MM MM MR e M MR A M M M e e o e R T MR W e M W Em M M M Em MR MM EE EE RA M b e e W G B b mr mm mm me e wm mm

LIST ADDITIONAL COMMENTS BELOW OR ATTACH A STATEMENT

G Mk W WA Am mm mm dm mm hm mm hh e MM BE ME e S BE ME MR T WU TR MR My M Mm Me R MR A Em MR RN A G Bm e T e T R m G et W M TE N MM M Em Em Am Em Em Am M Em B Em A e e v

‘ FOR COURT USE ONLY
RELEASE OF MEDICAL HlSTORY
Adoption AgencylAgeﬁt - . - | Date
Court of Jurisdiction____ a _ o ~_ Date
¢ Adoptive Parents___ v : -Date
Adoptee . - ' Date
Bureau of Vital Statistics__ Date

HHS-25 (56085) Page 4



- NEBRASKA ADOPTION MEDICAL REPORT (Birth Mother)

Section 5. Cultural History of Birth Mother

What is the Mother's B ace? (May list more than one race} i.e. White, Black or African, Other

What is the Mother's Ethnicity? (May list more than one origin i.e. French Gérman Irish‘ Spanish/Hispanic/Latina

Wheat s the Mother’s Natjonality? (City & State. Temitory. or Fareign_Country)

Is the Mother American Indian or Alaska Native? (List name of enrolied or principal Tribe)

Mother may include any additional Cultural History. (Saocial history, education achievements, personality and any other interest)

HHS-25 (66085} Page 5




Dapartmart of “loth & Humon Senvicas

DHHS

N“ E—-"B—MRI U‘;\M.NS

Vital Statistios
BASKA ADOPTION MEDICAL HISTORY (BIRTH MOTHER

:TE AMEDICAL HISTORY FOR POSSIBLE.
AECTIONS. IF THE BIRTH B DPARENTS,

HAD OR NOW HAVE 2 DICAL CONDITIONS

IN THE APPROPE

WE WISH TO O
PLEASE COMPLE
SIBLINGS, AUNTS
LISTED IN SECTION

i TO OTHE] RS, DO NOT ENTER

WHEN LISTING INFORM
SHIP VUNGLE, AUNT, ETC.

PROPER NAMES. LISTO
ON ON PAGES 4 AND 4-A OR

IF ADDITIONAL SPACE IS NEE
ATTACH AN ADDITIONAL SHEE

TE MR R MA e e A e e m R et M EE AL e wm mm e e e A e T S e e e e e ew R e e o b e

Section 1. Birth name of child
Place of birth
Mother

L et R e ER RS M6 Em EN e km mm mm w ww A o mm o v EE i mm m e w Em EE RS v mm Em e Em L W wm e

Section 2. This form is coniple
is

- em e e et T em wm Em T R Em me e m o Em A e W Em e e T AN e e e Em e e EE MG e em mer et i e Em RR em mm e

Section 3. Geg h of Child (Please explain, in brief, the present health of £

R Il
HHS-25 (66085) Page 1 P

New form created 7-11




BIRTH MOTHER

¢ M T T MR EE AL e o e e e e R M ke e e W W e M e e T EE AR L ok e e M e e em e e o me e o mm w

Section 4, Medical History SELF FAMILY ~ COMMENTS
Health Condition Yes No Yes No If yes, specify which family member and indicate the date
of onset, treatment, medication, ete.

DISE LATORY
SYST

Rheu

Heart tro

High or low

Stroke

Heart attack (co

Other (specify)
DISEASES OF THE RE
SYSTEM

Sinusitis
Hay feverfother respiratory a
Asthma
Tuberculosis, emphysema
Chronic respiratory disease
Cystic fibrosis
Other (specify)
DISEASES OF THE DIGESTIVE
SYSTEM

Stomach, liver or intestines
Gall bladder or gallstones
Other (specify)

DENTAL PROBLEMS
Orthondontia _

DISEASES OF THE URINARY SYSTEM
Kidney or bladder disorder
Other (specify)

DISEASES OF THE SKIN
Eczema '

. Dermatitis _
* Other (specify)

MUSCLE DISORDERS
Muscular Dystroph
Muscle weakne
Other (speci

DISORDE
CONNE

Swolle
Arthid sitis
B mity

Open spine

Lupus

Other {specify)
DISEASES OF THE NERVOUS
SYSTEM

HHS-25 (66085) Page 2




BIRTH MOTHER

N oM e e e e R M AR e R o e e wa

Section 4. Medical History

Heaalth Condition

— - wa

. Yes

No Yes No

MM e R A ED e e e M e v oaw w0 R e A e e A ek

COMMENTS

Ifyes, specify which family member and indicate the date

of onset, treatment, medication, etc.

Tre

Seizu

Other pa
DISORDER O

Color blindne

Hearing loss

Night blindness

Other (specify)

DISEASES OF THE BLO

Thalassemia

Sy

der

Sickle cell anemia

Anemia

Hemophilia

Bleeding disorder

Other (specify)

CANCERS

Specify type and location, if known

ENDOCRINE AND METABOLIC

DISORDERS

“ Niabetes

hyroid

Phenylketonuria (PKU)

Other hormone disorders

- Other (specify)

BIRTH DEFECTS

Club foot

Heart defect

Clett lip or cleft palate

~ Gerebral palsy

~ Down syndrome

Other deformities
Other (specify)
INFECTIOUS D

Sexually tr:

syphilis,

Gonor.
Hepatifi

Q.

Carrier)

. "*anic depressive

.. avere depression

Suicide

Other (specify)

HHS-25 {66085) Page 3




BIRTH MOTHER

A o mm m e mw lm ol wh He e AR MR BN Em wE RS Em W EE Am M M R M MR RN M A A RN A W R MR M mA MR Ak A e e e TR EE T MR EE R R R MR M MM e e e w e WE B e e B Em W MM e o e

SELF FAMILY
Heal Yes No Yes No

If yes, specify which famit the date

of onset, treatment, meg

COME GMNANCY/
CHILDE

Premature
Stillbirths

Multiple births
Infant deaths and Sit

OTHER MISCELLA
DISORDERS

Speech
Eating(anorexia, bulimia, ¢
Learning disability
Alcoholism

Chronic drunkenness
Drug dependency
Cerebral paisy

Exposure to poisons or other
chemicals

Food sensifivities

ey e MM LA mA R Em Em EE W W M e e e e e e e e e e ke M e e o mm mm Em mm e Em mm Em Em Em R A L e e M P Ge o nr mm mm e o wm mm

LIST ADDITIONAL COMMENTS BELCW OR A

G ek W mAam mm mm dm mm e mm e o wm me A ma m wm mm me me w - mm mm wm mm Em Em Em Em oEm M e e e o

FOR COURT USE ONL

RELEASE OF MEDICA

Date
Date
- Date
Date

Adoption Agency/Ag
Court of Jurisdi
« Adoptive Parg
Adoptee
Burea Date

HHS-25 (56085) Page 4



- NEBRASKA ADOPTION MEDICAL REPORT (Birth Mother)

of Birth Mother

ore than one race} i.e. White, Black or African. Otheg

What is the Mother's Eth panic/Latina

Mhat is the Mother’s Nationality? (Gity &

Is the Mother American Indian or Alaska Native? (Liss cipal Tribe

Mother may include any additional Culturs

.-A ats, personality and any other interest

A

HHS-25 (66085} Page 5 TN




+ Doparmeitiecth AHumanServicss — Vfital Statistics

NEBRASKA ADOPTION MEDICAL HISTORY (BIRTH FATHER)

WE WISH TO OBTAIN AS COMPLETE A MEDICAL HISTORY FOR THE CHILD AS POSSIBLE.
PLEASE COMPLETE ALL OF THE SECTIONS. IF THE BIRTH PARENTS, GRANDPARENTS,
SIBLINGS, AUNTS OR UNCLES HAVE HAD OR NOW HAVE ANY OF THE MEDICAL CONDITIONS
LISTED IN SECTION 4, PLACE A CHECK IN THE APPROPRIATE SPACE.

WHEN LISTING INFORMATION PERTINENT TO OTHER FAMILY MEMBERS, DO NOT ENTER
PROPER NAMES. LIST ONLY THE RELATIONSHIP SUCH AS SISTER, UNCLE, AUNT, ETC.

IF ADDITIONAL SPACE IS NEEDED, REFER TO COMMENT SECTION ON PAGES 4 AND 4-A OR
ATTACH AN ADDITIONAL SHEET.

T T M o AL L e R el e e M R e v e R e e e e e e e me Re e vm e A e e e v e e e

Section 1. Birth name of child Date of birth
Place of birth City and State_
Father Mother
Section 2. This fo,rm is completed by , whose relationship to
is
Date '

T MR R m R M s M e e e em e e A e e e e e e e e s e e e e e G e e e e e Em A L e em e e

Section 3. General State of Health of Child (Please explain, in brief, the present heaith of this child).

HHS-25 (66085) Page 7-A




BIRTH FATHER

""""""""""""""" | sELF [ RAMILY ([T CommENTS T T T T T

Section 4. Medical History . .
Health Condition - Yes No Yes No If yes, specify which family member and indicate the date
of onset, treatment, medication, etc.

DISEASES OF THE CIRCULATORY
SYSTEM ‘

Rheumatic fever

Heart trouble

High or low blood pressure
Stroke

Heart attack (coronary).
Other (specify)

DISEASES OF THE RESPIRATORY
SYSTEM

Sinusitis

Hay fever/other respiratory allergies
Asthma

Tuberculosis, emphysema

Chronic respiratory disease

Cystic fibrosis

Other {specify)

DISEASES OF THE DIGESTIVE
SYSTEM

Stomach, liver or intestines
Gall bladder or gallstones " D
Other (specify) '
DENTAL PROBLEMS
~ Orthondontia
DISEASES OF THE URINARY SYSTEM
Kidney or bladder disorder
Other (specify)
DISEASES OF THE SKIN
Eczema
Dermatitis
~ Other (specify)
MUSCLE DISORDERS
Muscular Dystrophy
Muscle weakness
Other (specify)

DISORDER OF THE BONES/
CONNECTIVE TISSUES

Swollen or painful joints
Arthritis, rheumatism or bursitis
Bone, joint or other deformity
Scoliosis '

Open spine

Lupus

Other (specify)

DISEASES OF THE NERVOUS
SYSTEM

HHS-25 (66085) Page 8-A 1




BIRTH FATHER

Section 4. Medical History SELF FAMILY | ~ COMMENTS
Health Condition Yes No Yes No If yes, specify which family member and indicate the date
[ of onset, {reatment, medication, efc.

Multiple sclerosis

Tremors

Seizures, convulsions, epilepsy

Other paralysis or crippling disorder
DISORDER OF THE SENSE ORGANS

Color blindness '

Hearing loss

Night blindness

Other (specify)
DISEASES OF THE BLOOD

Thalassemia

Sickle cell anemia

Anemia

Hemophilia

Bleeding disorder

Other (specify)
CANCERS

Specify type and location, if known
ENDOCRINE AND METABOLIC
DISORDERS

Diabetes

Thyroid

Phenylketonuria (PKU)

Other hormone disorders

Other (specify)

BIRTH DEFECTS

Club foot

Heart defect

Cleft lip or cleft palate

Cerebral palsy

~ Down syndrome

Other deformities at birth

Other (specify)
INFECTIOUS DISEASES

Sexually transmitted diseases (e.g.

syphilis,

Gonarthea, herpes, AIDS (HIV Carrier)
Hepatitis _ ' '
- MENTAL DISORDERS -

Retardation
Schizophrenia
- Manic depressive
evere depression
Suicide
Other (specify)

HHS-25 (66085) Page 9-A Gy o




BIRTH FATHER

_________________________ i e
Section 4. Medical History SELF | FAMILY _ COMMENTS
Health Condition Yes | No | Yes | No [/ Yes specify which family member and indicate the date
of onset, treatment, medication, etc.
COMPLICATIONS OF PREGNANCY/
CHILDBIRTH
Premature births, miscarriage
Stillbirths
Multiple births
Infant deaths_and SIDS (crib deaths)
OTHER MISCELLANEOQUS
DISORDERS '
_Speech

Eating(anorexia, bulimia, etc.)
Learning disability
" Alcoholism
Chronic drunkenness
Drug dependency
Cerebral palsy

Exposure to poisons or other
chemicals

Food sensitivities

Any other characteristics or conditions that occur in the family of either parent (Please specify condition or characteristics and
the relationship)

S e e W Em wm Em o S Em M Em Em R Em Em AN Ah mv A EM Em e MR EE MR MM AN M R W EE R ER Ae v e Em W M e e W b W Em e A e e -
o m e e —— e o -

LIST ADDITIONAL COMMENTS BELOW OR ATTACH A STATEMENT

o e oem mmoem em omm o m mm Em L am Gl K T R M m R R M R e MR RN SN AN AR AL o e M Em me e e e e e R Em A ME A v Ee mr mm e Me A em e e Em E L A e

FOR COURT USE ONLY
RELEASE OF MEDICAL HISTORY

Adoption Agency/Agent _ Date
Court of Jurisdiction Date
Adoptive Parents Date
Adoptee ' Date
Bureau of Vital Statistics Date

HHS.- 25 (66085) Page 10-A SUN 1 5201




NEBRASKA ADOPTION MEDICAL REPORT (Birth Father)

Section 5. Cultural History of Birth Father

is the Father's Race? (M list more than one race) i.e. White, Black or Afiican. Other

What is the Father’s Ethnicity? (May list more than one origin i.e. French, German., Irish. Spanish/Hispanic/Latina)

WWhat is the Father’s Nationality? (City & State, Territory, or Foreign Country)

s the Father American Indian or Alaska Native? (List name of enrolled or principal Tribe

HHS.25 (66085) Page 11-A




Vital Statistics

NEBRASKA ADOPTION MEDICAL HISTORY (BIRTH FATHER)

IPLETE A MEDICAL HISTORY FOR T bSIBLE.

= SECTIONS. IF THE BIRTH PARK RENTS,

AVE HAD OR NOW HAVE AN AL CONDITIONS
CK IN THE APPROPRIAJ

WE WISH
PLEASE CO
SIBLINGS, AUN
LISTED IN SECTI8

NT TO OTHER Fj ¥, DO NOT ENTER

WHEN LISTING INFO
ONSHIP SUC CLE, AUNT, ETC.

PROPER NAMES. LIS

IF ADDITIONAL SPACE IS O COly ON PAGES 4 AND 4-AOR

ATTACH AN ADDITIONAL SHE

e am Ee ke e e T EE EE MA ME ek kw e Em ER MM s e e e AU AR e b o wm TR OEE R i v mm me o e e BN EE A ey v e B A e e e Em e m mm e e Em

Section 1. Birth name of child
Place of birth
Father

e R R N M Ak o mm Em mm R e e e R T R — L R R il e et T T e ——

Section 2. This form is completed
is

L e e ] W Em o R e AN U e T mm we e e e e Am Al e ovm wm e I L

Section 3. of Child (Please explain, in brief, the present heaith

HHS-25 (66085) Page 7-A




BIRTH FATHER

""""""""""""""" | sELF [ RAMILY ([T CommENTS T T T T T

Section 4. Medical History . .
Health Condition - Yes No Yes No If yes, specify which family member and indicate the date
of onset, treatment, medication, etc.

DISE LATORY
SYST ‘

Rheu

Heart tro

High or low
Stroke

Heart attack (cor
Other (specify)

DISEASES OF THE RE
SYSTEM

Sinusitis

Hay fever/other respiratory a
Asthma

Tuberculosis, emphysema
Chronic respiratory disease
Cystic fibrosis

Other (specify)

DISEASES OF THE DIGESTIVE
SYSTEM

Stomach, liver or intestines
Gall bladder or gallstones
Other (specify)
DENTAL PROBLEMS
~ Orthondontia
DISEASES OF THE URINARY SYSTEM
Kidney or bladder disorder
Other (specify)
DISEASES OF THE SKIN
Eczema
Dermatitis
~ Other (specify)
MUSCLE DISORDERS
Muscular Dystroph
Muscle weakne
Other (specify,

DISORDE
CONNEG

Swolle
Arthri sitis
B mity

Open spine
Lupus
Other (specify)

DISEASES OF THE NERVOUS
SYSTEM

HHS-25 (66085) Page B-A i




BIRTHFATHER

Section 4. Medical History SELF FAMILY | ~ COMMENTS _

Health Condition Yes No Yes No If yes, specify which family member and indicate the date
o of onset, {reatment, medication, etc.

Tref
Seizu Sy
Other pa der
DISORDER C S
Color blindne '
Hearing loss
Night blindness
Other (specify)
DISEASES OF THE BLOO!
Thalassemia
Sickle cell anemia
Anemia
Hemophilia
Bleeding disorder
Other (specify)
CANCGERS
Specify type and location, if known
ENDOCRINE AND METABOLIC
DISORDERS
Diabetes
Thyroid
Phenylketonuria (PKU)
Other hormone disorders
Other (specify)
BIRTH DEFECTS
Club foot
Heart defect
Cleft lip or cleft palate
Cerebral palsy
~ Down syndrome
Other deformiities
Other (specify)
INFECTIOUS DI
Sexually tr.
syphilis,
Gonorr Carrier)
Hepatit] '
o -

.- Manic depressive

A evere depression
Suicide

Other (specify)

HHS-25 (66085) Page 9-A TRRIE




BIRTH FATHER

Yes No Yes No i yes, specify which family g
of onset, treatment, medig

Heal

COMF NANCY/
CHILDE

Premature
Stillbirths
Multiple births
Infant deaths.and SIE

OTHER MISCELLA
DISORDERS '

_Speech
Eating(anorexia, bulimia, e
Learning disability

" Alcoholism
Chronic drunkenness
Drug dependency
Cerebral palsy

Exposure to poisons or other
chemicals

Food sensitivities

Any other characteristics or conditions that occur j
the relationship)

AU M e e W W EE EE NN A e e E M EE RN MY b Pm W e e w Em

(Please specify condition or characteristics and

—— o e — - W R me M e e e e Em L rm mm me ee em oam

A STATEMENT

LIST ADDITIONAL COMMENTS

FOR COURT USE ONLY

RELEASE OF M

Date
Date

Adoption Ag
Court of

Adopti Date
Adg ' Date

a Date

HHS.- 25 (66085) Page 10-A SUN 1 5201




NEBRASKA ADOPTION MEDICAL REPORT (Birth Father)

iy of Birth Father

Sect

more than one race) i.e. White, Black or African . Other

What is the Father's Ethnic origin i.e. French, Ge lispanic/L atina

What is the Father's Nationality? {(City &

Is the Father American Indian or Alaska Native? ( ipal Tribe

ather may include any additional C i ‘ personality and any other interest
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ATTACHMENT L
RFVOCAYTION OF RONCONSENT BY BIOLOGICAL PARENT FOR RELEASE GF INFORMATION

Section 43-134, Revised Statutes, as amended: "At eny time sfter signing the notice of
nonconsent provided for in gection 43-132, the parent or parents may revoke such notice. ¢
form of revecation shall be provided by the b-urEeTrand shall take effect at the time of
filing of the form with the-bjfeaaa' (Nebraska Department of Health abd Human Services

‘Finance and Support;

Department _
[ INFORMATION REGAEDING PERSON COMPLETING FORH—’ INFORMATION REGABDING ADOPTED PERSON

Hame Name at birth

If different,
name at time this

l
|
i
!

person was borm_ - { | Date of Birth
!

]
I
| Place of Birth
!
I
!

e L

Relationship to adopted person

S

L Sex ] |

. Department

I hereby revoke the nonconsent form signed and filed with the i

Signsture

Typed or Printed Name

Street Address or

Route Number

City ) State Zip Code

Telephone Number

Date Signed_ )
Subscribed and svorn to before me this day of _ .

Hotary Public
Commission expires Residing &t
IMPORTANT NQTICE
Department

You do not have to sign this form. If you do sign it, youjare entitled to a copy of it.
Your signature on this form means that the—3ufeea—eé—#tte&lﬁee+¢ﬁties—may disclose any:
information contained on the birth certificaté of the adopted person following your death.
If you sign this form snd later decide you do not vant this information relessed following
your death and prior to the death of your spouse, if such spouse if not a biological parent.
you may file another form for that purpose.

(0ffice)
-Burepu—ofVitel Stetisties—
Health—sad—Humea-Gervices |

P.0. Box 95065

By vhom received i Lincoln, Nebraska 68509-3065

FOR VAL STATIS?I6S USE ONLY | : {vital Re.c“r[ds Management)
|
|
i

L
I
| bate received
|

Department of Health and Human
Services Finamce and Support




ATION OF NONCONSENT BY BIOLOGICAL PARENT FOR RELEASE OF INFORM

pviced Statutes, as amended: "At any time after signing
for in section 43-132, the parent or psrents may revg

ball be provided by the b&aaTk

the-bjfeaaq' (Nebraska Department of Health 3
’ ‘Finance and Support;

ATTACHMENT L

and shall take effe

: ON COMPLETING FORH_]
——————— - |

INFORMATION RE

name at time
person was ho

F
!
I
| If differen®
!
i
]
l Relationship to &

I hereby revoke the nond

Signsture
Typed or Pr

Street Addres
Route Number

City
Telephone Number

Date Signed_

Subscribed and swvorn to befo

A

Commission expires

Name at bigp

artment

Zip Code

IMPOETANT NOTIC

If you do s
that theBure

You do not have
Your signaturg
information
1f you sigg
your dea
you may

or that purpose.

o5 USE oMLY |

ign it, ¥

rth certificaté of the adop®
er decide you do not wvant this
death of your spouse, if such spof

s copy of it.
close any:

your death.
following
cal parent,

{(Vital Reco

P.0. Box §5065
Lincoln, Nebraska

Department of Health
Services Finamce and Support
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ATTACHMENT M

. REVOCATION OF NONCONSENT BY BIOLOGICAL PARENT FOR RELEASE OF
INFORMATION FOR ADOPTED PERSONS FOR WHOM RELINQUISHMENT OR
CONSENT FOR ADOPTION WAS GIVEN ON OR AFTER SEPTEMBER 1, 1988

Section 43-146.08, Nebraska Revised Statutes, Supplement 1988. At any time after signing the notice

of nonconsent provided for in section 11 of this act, the biological parent may revoke such notice. A
form of revocation shall be provided by the bureau and shall take effect at the time of filing of the

form with the bureauDepartment¥ebraska Dephrtment of Health and Human Services Finsnce_and

SuppoTL)

1 hereby revoke my nonconsent and permit any information pertaining to me on the adopted person’s
original birth certificate or on any other identifying information filed with the Buresu-of-itel-Statis—
Pepartmentef Heahnof the-SiateofMebraska

“iesof the

Department

to be released to the adopted person.

EQ_FORMATION REGARDING PERSON COMPLETING FORM

INFORMATION REGARDING ADOPTED PERSON

~ Mame at tize of this birth

Name at birth

Sex Date of birth

Place of birth Nebraska

- Present narme

Relatjonsfxip to adopted person

AECHPGBLELT LR ERRL B RS - BEH AP NN ERELARN G S RN 4 GRTCIXU AT AN ST

© {City or County)
Father

(Biological)
Mother

{Brological}

cretsewm O AL R A HM AL MR ELUR AT EE AL KR BN EINE O MESREN AL L XY 0022 ap N

I the undersigned do wndersiand the effects and consequences of filing, or not filing, this revocation of

nonconsent form.

Signature
Typed or Frinted Name

Street Address or Route Number

City State Zip Code
Telephone Number
Date Signed:
Subscribed and sworn to before me this day of 19
Notary Public

. Commission expires Residing at

IMPORTANT NOTICE

Department

You do not have 'to sign this form.! If you do sign it, you are entitled 10 a copy of it. Your signature on
* this form means that the uai- isties-may at any time disclose any information contained
ot the original birtk certificate of the adopted person.

(Nffice)
FOR WAR-STARSHOS USE ONLY
(Vital Records MAnagemnet)
Date received ; tisties
By whom received State Pepartment-of-Heakth

PO Bor IS8z 0. Box 95065)

Lincoln, Nebraska 68509-5007 (5065)

~RHferp7o0d (Rev. 2002)

Department of Health and Human Services Fimance and C62R
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ATTACHMENT M

OF NONCONSENT BY BIOLOGICAL PARENT FOR RELEAS
FOR ADOPTED PERSONS FOR WHOM RELINQUISHYN
ADOPTION WAS GIVEN ON OR AFTER SEPTEMBE
50 ka Revised Statutes, Supplement 1988. At any time afte

of in section 11 of this act, the biological parent may re
form ovided by the bureau-and shill take effect af the

form enfiebraska Dephrtment of Heslth and H e_and
SuppoTL)

I hereby gnd permit any information pertaining to som’s

original bi other 1dentzfymg information ﬁied wi Statt

-t3esof the B ) efPlebraska to be relea Yon.

INFRN;A;HON HEGAF ING FORM INFGRMA PTED PERSON

~ Mame at time of thid Namg

kY

- Present name Nebraska

. or County)
Relatjonsfxip to adopted persol

Biological)

{Brological}

AECHPGBLELT LR ERRL B RS - BEH AP NN ERELARN G S RN 4 eRFea YL SR AT EE AL NREENEGINE OIS ARARUNBLHLGL KA T 2R p W

I the undersigned do understand the fj

ing, or not filing, this revocation of
nonconsent form. ’

Signature
Typed or Frinted I A
Street Address g A
City ' A
Telephone, -
Date Sig A
Subscg Pre me this
Ng

.G

ip Code

Resi¥

IMPORTANT NOTICE
Department
form Ifyou dosigit, ycm are entitled 10 a cop’

< may at any time disclose an
1ﬁcate of the adopted person.

ONLY

(Vital Records MAnagemny
tistics

StatrBe;rart-meni-ﬁ{-HeakJ:
PO BO:(QﬁBBi{P 0. Box 95065)
Lincoln, Nebraska 68509-5007 (500

Department _(gf Health and Human Services Finance and €%

(Rev. 2002)
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