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AUM NURSING CARE CENTER
ADOLESCENT/ADULT HEALTH HISTORY

Date ' “Z// 2 / 2o Name >vesd e Do b ;—-JLA
1. Whatis (he reason for your visit today? — & S aan L ST : 3 fg_
2. Is (nere anything about you and your health thal we need to know? we © 5
. *3; List medicine, drugs, or food you are allergic (07 w0020 @W SN e Qoo ’
4, List any mearcines or drugs you take: z
5. Have YOU or anyone in your tamily had eny of the tollowing: (clrete) .
! narve or menlal prnblnms
,,,,,, S— , )
heart artdisease® c diabetes/sugar luberculosis asthma,
h high b /b,Lopnupressure blood prablem or disense birth defects dled balore aga 50
“stroke cancer menlal retardation other “amily” disense
! o
6. Have yau ever been In the hospital? AKS Why? _2lades v,
7. Have you.ever had surgery? Why? . 2
8. Have you ever had a sarious acdident? [
9. Have you had sarlous or recant problams with:
ears or throat @ YES cough (/\> YES' kldrneys C@ YES gallbledder (/) YES .
aflergiaa r)YES thyroid 0JYES walght loas" (NO) YES [iver ND> YES
lung infactions @ YES skinprobloms  NO)YES ~  ulesra MO YE§ ~  depression NOHYES |
: ' : o hesdaches : NO YES
. ‘ ey
10, Have you ever had a seizure, convulsion, er “falling owt” spall? .....viiviiiiiiiiienes raeeraaas @g} YES
11, Have you ever had a blood clot in your [ungs, legs oranywhara? .u.ovovereraesiireanieeriaainn .,CN_Q) YES
*12. Have you ever smoked cigarettes or used smakeless lobaceo? ... v v veen Chemeeanenns Chrrraseneen i errverensarargren b wYES
Il yes, are you an: Ex-smoker? Smoking now? Do you 3moka (less) (more) than u pack a day?
. How much smoksless lobacco dp you use a day? :
."13. Howolten do  you ¢ drink beer, wine, wine coblers, or liquor? '
Never @arﬂu 1.2 \Umes a waek  3-4 limes aweek 5 or more \imes @ week
If yau.drink beer, wing, wine coolers, orliquor, do you have; ' -
és\) ) (more) than 5 drinks a day? '
*14. Have you evar used marljuana, cocaine, rack 6f O1her drugaT wovscaviierraeaiarrrrracanyraboriianatiaeteiinans Ng-)fES
*15. Have you ever used L.V, drUgs? vuveerreeisrrantorstorraisatsnarsantasisarienasas ireiranes R R NO‘YES
16. Have you ever had 4 -blood ransUSIONT ., uereaae i vcausianiiriacviviorsrarisinterionsiantesrannrisassnsriasnneh QvES
17. DD you NAVE ANy LBIOOST ,eve'nevnseniiinvvearesrscoennnrmcnncrrinrirerraiensrrssnnirvssnsrsnrerscasssrrravevonsss o NOL YES
18. Have you ever boan treated {or @ venareal dISBESET . .u.eevairrereestttirsrrennrmrrrasserniontoertonatsarvrpvanios NQ)YES
19. Have you had mora than one sex partner in \he past 5 years? . ... . R A ...‘...gu/Q)YES '
20. Have you aver had sex with a member of YOUr own SBX? ..oiuseiiiiiiiiiiiiiiieciieaan., @YES
21, Haveyou had ar bepn around anyona With REPATIIT . .ouveoioaiisivitsnieiiai e aacntiear e taninarrrsoretiarars ;NOJYE-'-’
22. Would your sex partner(s) answer Yes 1o any of the questlons 14227 . ,.liiiiuiia,iiiianrrenaiinonrsryissiatanan YES

A. How old ware you whon you started your perlods? __L”____ Date of your fast parlod? /A
How oftan do you have your perlods? v Ara they regular?
How many days do they iast? o
Do you hava: (circle) bad crampa bleading ar apotting belwoun purlod: unusyal discharge

8. Do you have any probinms'with your breasts (lumps, dizehargs, oralher)? ..( Ow) YES
DOyoUGhGCk them regularl‘y’ N AR AR R e ---n-b--‘--‘“!4!-"--“"'YES NO
“C. How many imas have you sver been pregnunt?.._.k_“f._._.How many children arn Nvmg‘? bt .

Have you over had any children barn desd; any sllilbirtha, mlacarringes, or abortiond? ......civeiress L ) YES

Werg any of YOUL ChIAIAN PAOMBIUIET «uuevctevareronnnas isssratssiesinrsreansatatessnstinrntssiomsrsroasniresss .NO

How?é P —

D. Haveyoueverused; (circle NO/YES) birth conlral pills? NG YES:) losm‘IQ’.)YES‘ condoms? NO (ES)) DT NO ) YES
dinphragm? f'r YES .

E. Didyouhavr:problemaw'thanyo!(hesome\hods? e ae AN a4 R e ENE e e et A vt e e b ya ey r e sanen (ﬁ) YES
F. Have you ever had an sbnormal PAP smear? ........ NTSTRTTITRRITE T Y TR T S PR “-"NO «MES>

— FOR FEMALES ONLY "

YES)

ware you whan your first child was bormn?

s
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AUM STUDENT HEALTH CENTER

PATIENT INFORMATION (PLEASE PRINT)

Date: "u i ( {5 Areyouan AUM student? YES NO  Student ID #

Name: (%\V"ﬁaﬂci\CA D (s € o\ LA

Social Security Number: Birth Date__ 4| / 25 1 VGl 2

Local Phone Number: 22¢] -t42 O~ 7S )  Alternate Number:_33¢] = 2 lo2 — 5714

Local Address:_ | QLD (o Dundee Dvlv-e  BoxNumber

Cityﬁ)\/“c;["{:&‘\i Mee 0 stae A | Zip Code:_R(n0 o (.
Permanent Address: SA WG
City: _ - State: | Zip Code:

Marital Status (Please Circle): Singl@@d) Divorced Widowed Other

Sex (Please Circle): Male @

Primary Physician: City; Phone #:
. Patient’s Employer: Q CA U} ' _Work 9> Sy Y

Parent’s or @E@Name(cmle which) TT’;M/\ A "bc‘)ub-ﬂ(bPhone #2234 ~HIO - 1714 Z_,-

Parent’s or Spouse’'s Employer: T? AR ? {,u ' Waork #:

T 0 ey C . . ] 7 :
Emergency Contact: A (i \Aﬂ\a’v\o Relat?onship: A Sloe ol Phome #:_H 301779 P
How did you hear about the Clinjc? Friend m Facujty/Staff O Orientation EOthe.r

l INSURANCE INFORMATION . |

Do you have hea]th insurance? YES NO
If yes, please give your card to the receptionist in order for a copy to be made for
S your chart.

\\ ’ .
Insurance Company\\\ y& rd/
Policy Number Group Number
Insurance Companf@ -
/ \—_/

-

e}

Revised
813
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3 . o o Pauent Bill of Rnghts

_AUM Nursmg Care Center (AUM NCC) egists primarily for the purpose ofprowdmg high-quality care that meds of
exeeeds accepted standards for care, AUM NCC believes that each client is worlby of respect and tmderstandmg and has
ceftoin rights\and responsibilities reldted to the care he/she receives. In dccordance with this ptulosoph?, AUM NCC wishes

 to advise you bf;he following nghts and responswtlznes and to agsist you in understanding a.nd exermsmg these nghrs ety
' Asa client of AUM NCG, you have the right o - R S :
1. ' Be Lreated thh chgmty, couxtesy, and rwpect -
) Obtain*from ca:egwe:s relevant, cu:mng- and mderstandable iuformation concerning diagnosis,
treatment,, and prog:toszs . ! .. .
3. Know the adenuty of al} caregivers mvolved in their c':re, as well a3 when those mvolved are smdencs or
trainees, . . i ) . |
- 4, Know the Jmmedxate and long-term ﬁﬁanczal unphcatmns of treatment choxm, insofar as they are
known. . .o
3. . Make demsmns about the plan of eare prior to and dunng the couzse of t:eatmenr. andtorefusea , -

recommended treatment or plan’ of care to the extent permitted by Jaw and AUM NCC policy and to' be
informed of the medical consequences of the action. In case of refusal, the pane.nt is entitled to other
appropriate care and sewmes or to he referred tu anather health eare facility.

6. - Receive ccmpetenr., mdmdualxzed quality services from AUM NCC regardless ¢ of age, TAce, color,
national otigim, rehgzon, sex, dJsabmty, being a qua.hﬁed disabled vetqan, ar any nt'hsr cateaozy pratected

by law, . Rt

7 Expect canﬁdamallty of all clinical :;ecords 200 Aeoess, to your IEcords op request. Information wﬂl notbe
released to anyane witheut your wrifien consent or undess required by law.

8. Have fam;ly or guardian exercise these ng‘n’rs on your behalfif you are unable to du ‘:o yourself.

~— 9, Voice grievances ‘about care which is or is ot prowded, rccom.mend puhcy/semce changes, and make
complaints without fear ofrcpnsal or unreasenahle mcc:ruptzon of care.- ..,

»

Ialse understand I hnve a mponsxbzhty to:

"L Provide accurate and coga omplete information to AUMNCC regarding znedxcal hlstory ’and current
condition and medications, and to promptly mf‘o:m AUMNCC ofany changes in this information.
-2 Agreeto accept all caregivers regardless of age, race, color, nauonal erigin, religion, sex, d:sabzlxty bemg
a qualified disabled vetaran, being a quahﬁed veteran of the V1cm'un era, ar any other category protected
by law.
. -
3, Participae in planning, evaluation and revising ruy plan of care to the degree tiat 1 am able to do so and
- to take responsibility for my actions znd for the impact that those actions have.on my health and recovery.
-4, Achere to the plan of zare which | have participated in developing.
5. . ‘Treat AUMNCC staff with respect, couttesy, and cuhsi&mdm L

Il\ave ?ead and understand the above Patient Bill of Rights aud geTee to the contmts thereof

P&EmtSI@ﬂm“EML/\/\&eﬁ" C\b o Kret . .' © Date: KJ /{%7/“”57 (AN

3

Pmmkmmgsm Cun Gy
L . . AanudaaFOilﬂN‘l



AURL STUBENT HEALTH CENTER
"~ CONSENT FOR SERVICES FORM

Patient Name \D\f e indc

Bcﬁ e Date of Birth ] /257 (5~
 — _ >

General Consent for Treatment

I request and authorize health care services by my provider and his/her designees(s) as my
provider may deem advisable and in my best mterest. This may include routme diagnostic

laboratory procedures and medication administration.

T understand that excluding emergency or extraordinary circumstances, no substantial procedure

will be performed without providing me an opporiunity o grve me informed consent for that
procedure. Informed consent means that the medical-provider must disclose mformation to me

inclnding benefits and misks of a particular procedure and/or treatment.

Payment
T am respomnsible for all bills mcwred at the Student Health Center. Payment 1s due at the time
that services are rendered unless prior arrangements have been made.

1 bave read the consent form, or it has been read to me, and I am satisfied that I
vnderstand its contents. IVIy questions have been answered to my satisfaction.

uz/m& So S UV SN Le /| /2.01(0
N ' Date of Signature

Slgname of Patient

o . . .
Signature of Legal Representative (if patient unable io sign) Relationship to Patient
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!

AUM Student Health Services™ Y
PATIENT HIPAA CONSENT FORM &

T understand that | have certain rights to privacy regarding my protected health information. These
rights are given to me under the Health Insurance Portability and Accountability Act of 1996
(HIPAA). ] understand that by signing this consent I authorize you to use and disclose my protected

Lealth information to carry out: :

« Treatment (including direct or indirect treatment by other healthcare providers involved in my
treaiment);

» Obtaining payment from third party payers (e.g. my insurance compeny);

+ The day-to-day healthcars operatjons of your practice.

1 have also been informed of and given the right to review and secure a copy of your Summary of the ‘
HIPPA Privacy Rule, which contains 2 more complete description of the uses and disclosures of my
protected health information and my rights under HIPAA, 1 understand that you reserve the right to
change the terms of this notice from time to time and that I may dontact you at any time to obtain the

most current copy of this notice.

I understand that I have the right to request restri.cstians on how my protected health information is
used and disclosed to carry out treatment,.payment and health care operations, but that you are not
required to agree to these requested restrictions, However, if you do agree, you are then bound o
comply with this restriction. - :

T understand that I may revoke thi$ consent, in writing, at any time. However, any use or disclosure
that oceurred prior to the date I revoke this consent js not affected.

Signedthis _ | ( dayof ) 2015

Print Patient Name HP‘\/\Q ~da r\:)g N TIVAN
signature 23 0., Qe (\:ﬁ) e

Relationship to Patient

'3

Revised 2/14
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AUM Student Health Services Y
Medical Information Release Form -
(HIPAA Release Form)

Name: _ Rope ndo  Daoydocyl - DateofBirth: L[ 1251 (>

Release of Information

. In
[ 11 authorize the release of information including the diagnosis, records;
examination rendered to me and claims information. This information may be released

to:
H/Sﬁvuse ;j/;'; i hh L Aoe v ‘::\)

I] Child(‘ren)

[] Other

o

[ ] Information is not to be released to anyone.

This Release of Information will remain in effect until terminated by me in writing. -
Messages

Please call [ ] my home [ ] my work [ ] my cell Number:_f 3 0-{75 ¢

If unable to reach me:
Hyo/umay leave a deteiled message
[] please leave a message asking me to return your call
1 ' - .
~ The best time to reach me is (day) ii\—vif»«; between (time)

Signed:“% O Ch\\ 0O, ;,m‘/u) Date: 02102 (RO0LSN

Ravised 2/14



